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In  the  treatment  of  impetigo- 

*KX)%  cure  rate  with 

Tfegopen*[cloxacilin  sodium) 

•only  a 60%  cure  rate  with  penicillin  V-K 


As  seen  on 
admission 


After  one  week 
of  penicillin  V-K 
therapy 


Two  weeks  after 
initiation  of 
TEGOPEN  therapy 


Treatment  failure  was  judged  to  have  occurred  when  lesions  increased  in  size  and/or  number  during 
the  initial  week  of  treatment  with  penicillin  V-K.  No  treatment  failures  occurred  with  Tegopen. 


‘Data  on  file.  Bristol  Laboratories. 


Brief  Summary  of  Prescribing  Inlormalion 

TEGOPEN- 

(cloxaciilin  sodium) 

Capsuies  and  Oral  Soiution 

For  compietc  informalion.  consult  Official  Package  Circular  (12)  9/11/75 

INOICATIONS; 

Although  the  principal  Indication  for  cloxaciilin  sodium  is  m the  treatment  of  infections  due  to 
penicillinase-producing  staphylococci,  it  may  be  used  to  ihitiate  therapy  In  such  patients  In 
whom  a staphylococcal  Infection  is  suspected  (See  Important  Note  below.) 

Bacteriologic  studies  to  determine  the  causative  organisms  and  their  sensitivity  to  cloxaciilin 
sodium  should  be  performed. 

IMPORTANT  NOTE 

When  It  IS  judged  necessary  that  treatment  be  initiated  before  definitive  culture  and  sensitivity 
results  are  known,  the  choice  of  cloxaciilin  sodium  should  take  into  consideration  the  fact  that  it 
has  been  shown  to  be  effective  only  in  the  treatment  of  infections  caused  by  pneumococci. 
Group  A beta-hemolytic  streptococci,  and  penicillin  6-resistant  and  penicillin  G-sensitive 
staphylococci  If  the  bacteriology  report  later  indicates  the  mfection  is  due  to  an  organism  other 
than  a penicillin  G-resistant  staphylococcus  sehsitive  to  cloxaciilin  sodium,  the  physician  is 
advised  to  continue  therapy  with  a drug  other  than  cloxaciilin  sodium  or  any  other  penicillinase- 
resistant  semi-synthetic  pehicillin 


Recent  studies  have  reported  that  the  percentage  of  staphylococcal  isolates  resistant  to 
penicillin  G outside  the  hospital  is  Increasing,  approximating  the  high  percentage  of  resistant 
staphylococcal  Isolates  found  in  the  hospital  For  this  reason,  it  is  recommended  that  a 
penicillinase-resistant  penicillin  be  used  as  initial  therapy  for  any  suspected  staphylococcal 
infection  until  culture  and  sensitivity  results  are  known 
Cloxaciilin  sodium  is  a compound  that  acts  through  a mechanism  similar  to  that  of  methiclllln 
against  penicillin  G-resIstani  staphylococci  Strains  of  staphylococci  resistant  to  methiclllln 
have  existed  in  nature  and  it  is  known  that  the  number  of  these  strains  reported  has  been 
Increasing  Such  strains  of  staphylococci  have  been  capable  of  producing  serious  disease.  In 
some  instances  resulting  in  fatality  Because  of  this,  there  is  cohcern  that  widespread  use  of  the 
penicilllnase-resistant  penicillins  may  result  in  the  appearance  of  an  increasing  number  of 
staphylococcal  strams  which  are  resistant  to  these  penicillins 
Methicillin-resistant  strains  are  almost  always  resistant  to  all  other  penicillinase-resistant 
penicillins  (cross-resistance  with  cephalosporin  derivatives  also  occurs  frequently) 
Resistance  to  any  penicillinase-resistant  peniciilin  should  be  interpreted  as  evidence  of  clinical 
resistance  to  all.  in  spite  ol  the  fact  that  mihor  variations  In  m vitro  sensitivity  may  be 
encountered  when  more  than  one  penicillinase-resistant  penicillin  is  tested  against  the  same 
strain  of  staphylococcus 

CONTRAINDICATIONS: 

A history  of  a previous  hypersensitivity  reaction  to  any  of  the  penicillins  is  a contraindication 


RESULTS  OF  ORAL  THERAPY  revealed  a high 
percentage  of  treatment  failures  with  penicillin  V 

potassium,  but  no  failures  with  Tegopen. 

Given  Tegopen® 

Given 

[cloxacillin  sodium) 

penicillin  V-K 

Staphylococcus  aureus  (78  patients) 

39 

39 

Returned  to  clinic  at  one  week 

29t 

38t 

Treatment  failure  at  one  week 

0 

18  (47.4%) 

Staphylococcus  aureus  and 
Streptococcus  pyogenes  (9  patients) 

4 

5 

Returned  to  clinic  at  one  week 

4 

5 

Treatment  failure  at  one  week 

0 

2(40%) 

No  initial  bacterial  growth  (14  patients) 

9 

5 

All  14  healed,  regardless  of  which 

antibiotic  was  administered. 

Beta-hemolytic  Streptococcus  (1  patient) 

0 

1 1 

TOTALS:  102  patients 

52  patients 

50  patients 

tEleven  patients  did  not  return  tor  their  one-week  checkup 
These  were  all  called  by  telephone,  and  their  families  reported 


the  lesions  had  healed  One  patient  was  dropped  from  the  study, 
early,  because  of  adverse  reaction  to  medication 


STUDY: 

DESCRIPTION/PROTOCOL 

• 102  nonselected  subjects,  with  initial  bacteri- 
ology as  follows;  77%  Staphylococcus  aureus, 
9%  mixed  Staphylococcus  aureus  and  Strep- 
tococcus pyogenes,  and  1 % beta-hemolytic 
Streptococcus. \ 

• All  patients  were  given  randomized  therapy— 
Tegopen  capsules  or  oral  solution,  or  penicillin 
V-K  tablets  or  oral  solution,  in  recommended 
dosages  according  to  body  weight. 


TEGOPEN 

(doodlin  sodum) 


• All  patients  were  evaluated  after  one  week’s 
therapy.  If  there  was  no  improvement,  therapy 
was  switched  to  the  other  antibiotic.  The 
“other  antibiotic’’  proved  to  be  Tegopen  100% 
of  the  time  because  no  treatment  failures  had 
occurred  with  Tegopen. 

• A final  assessment  of  progress  was  made  two 
weeks  after  initiation  of  Tegopen  therapy. 

tThe  remainder,  to  equal  100%,  consisted  of  14  patients  (13%) 
who  exhibited  no  initial  bacterial  Growth  These  14  were  all 
healed,  whether  given  Tegopen  or-penicillin  V-K 


Hr  y 

OyC* 


Mi 


-effective  therapy  for  staph  infections 
of  the  skin  and  skin  structures 
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WARNING: 

Serious  and  occasionally  fatal  hypersensitivity  (anaphylactoid)  reactions  have  been  reported 
in  patients  on  penicillin  therapy  Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These  reactions  are  more  apt  to  occur  in 
individuals  with  a history  of  sensitivity  to  multiple  allergens. 

There  have  been  well  documented  reports  ot  individuals  with  a history  of  penicillin 
hypersensitivity  reactions  who  have  experienced  severe  hypersensitivity  reactions  when 
treated  with  a cephalosporin.  Before  therapy  with  a penicillin,  careful  inquiry  should  be  made 
concerning  previous  hypersensitivity  reactions  to  penicillins,  cephalosporins,  and  other 
allergens.  If  an  allergic  reaction  occurs,  the  drug  should  be  discontinued  and  the  patient  treated 
with  the  usual  agents,  e g.,  pressor  amines,  antihistamines,  and  corticosteroids. 

Safety  for  use  in  pregnancy  has  not  been  established 
PRECAUTIONS: 

The  possibility  of  the  occurrence  of  superinfections  with  mycotic  organisms  or  other  pathogens 
should  be  kept  in  mind  when  using  this  compound,  as  with  other  antibiotics.  If  superinfection 
occurs  during  therapy,  appropriate  measures  should  be  taken. 

As  with  any  potent  drug,  periodic  assessment  of  organ  system  function,  including  renal, 
hepatic,  and  hematopoietic,  should  be  made  during  long-term  therapy. 

ADVERSE  REACTIONS: 

Gastrointestinal  disturbances,  such  as  nausea,  epigastric  discomfort,  flatulence,  and  loose 


stools,  have  been  noted  by  some  patients  Mildly  elevated  SGOT  levels  (less  than  100  units)  have 
been  reported  in  a few  patients  for  whom  pretherapeutic  determinations  were  not  made.  Skin 
rashes  and  allergic  symptoms.  Including  wheezing  and  sneezing,  have  occasionally  been 
encountered.  Eosinophilla.  with  or  without  overt  allergic  manifestations,  has  been  noted  in 
some  patients  during  therapy 

USUAL  DOSAGE: 

Adults:  250  mg,  q.Gh. 

Children:  50  mg. /Kg  /day  in  equally  divided  doses  q.6h.  Children  weighing  more  than  20  Kg 
should  be  given  the  adult  dose.  Administer  on  empty  stomach  for  maximum  absorption. 

N B INFECTIONS  CAUSED  BY  GROUP  A BETA-HEMOLYTIC  STREPTOCOCCI  SHOULD  BE 
TREATED  FOR  AT  LEAST  10  DAYS  TO  HELP  PREVENT  THE  OCCURRENCE  OF  ACUTE  RHEUMATIC 
FEVER  OR  ACUTE  GLOMERULONEPHRITIS. 

SUPPLIED: 

Capsules— 250  mg  in  bottles  of  100.  500  mg  in  bottles  of  100, 

Oral  Solution— 125  mg./5  ml,  in  100  ml.  and  200  ml  bottles. 


Bristol  Laboratories 

Division  of  Bristol-Myers  Company 

Syracuse.  New  York  13201 


BRISTOL'^ 


Copyright  ® 1981 , Bristol  Laboratories 


TWO  TYPES  OF  INSURANCE  PROMISES: 

1.  A claims-made  policy  will  protect  your  practice 
for  only  one  year. 

2.  PLICO’s  occurrence  policy  will  outlast  your 
professional  career! 

Beware  of  the  so  called  claims-made  professional  liability 
policy.  By  its  nature,  the  coverage  is  promised  for  only 
one  year.  An  occurrence  policy  — like  PLICO’s  — has 
lasting  value  you  can  count  on. 

For  example,  a claims-made  company  will  defend  you 
and  pay  claims  only  if  they  are  reported  while  the  policy  is 
in  force  — a year-to-year  form  of  insurance  insecurity. 

And  what  if  you  quit  the  company  or  it  quits  you?  Then 
you  have  to  breathe  new  life  into  the  insuring  agreement 
by  paying  one,  two  or  three  times  the  annual  premium 
just  to  have  the  privilege  of  reporting  claims  which  may 
come  to  light  only  after  the  policy  has  expired.  Another 
bad  feature  of  “claims-made”  insurance  is  that  some 
physicians  may  be  beguiled  into  buying  it  through  a 
deceptively-priced  “introductory”  premium,  only  to  dis- 
cover that  they  are  automatically  programmed  for  rate 
increases  over  the  next  four  years. 

By  contrast,  the  occurrence  policy  of  PLICO  is  on  your 
case  for  all  professional  services  you  perform  during  the 
policy  period  — regardless  of  when  the  claims  are  known 
and  reported!  There  are  no  “automatic”  rate  increases  at 
PLICO.  True  Oklahoma  loss  experience  always  governs 
its  cost. 

So,  doctor,  you  can  buy  professional  liability  insurance  by 
the  year  or  by  the  career.  The  career-oriented  PLICO 
policy  is  obviously  superior.  And  you  have  a promise  from 
us  that  the  real  cost  of  your  insurance  will  be  revealed 
up-front  — no  extra-buck  surprises  for  you  later  on. 


J Physicians  Liability  Insurance  Company 
720  N.W.  50th  Street  • Box  18171  • Oklahoma  City  73154 
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Charity  Returns 

One  of  the  subtle  yet  significant  characteris- 
tics of  all  government  programs  designed  to 
provide  financial  assistance  to  the  needy  in  our 
society  is  the  inherent  inhibition  of  private  and 
personal  charity  which  follows  each  of  them. 
This  in  turn  nurtures  the  lack  of  caring  and  the 
absence  of  concern  which  is  impoverishing  the 
soul  and  choking  the  spirit  of  our  people.  It  is 
entirely  natural  to  turn  away  from  problems 
which  have  been  solved;  to  ignore  a need  that 
is  no  longer  ours  to  satisfy;  to  neglect  a respon- 
sibility which  has  been  assumed  by  others. 

Instead  of  enjoying  the  fulfillment  which 
comes  from  giving,  we  resent  the  burden  of 
taxes  and  the  inefficient  bureaucracy  which 
are  the  hallmarks  of  government  subsidiza- 
tion. Instead  of  a personal  expression  of 
gratitude,  we  are  rewarded  with  the  onerous 
presence  of  the  tax  collector  and  his  sometimes 
Gestapo-like  tactics.  Instead  of  being  encour- 
aged to  give,  we  are  encouraged  to  keep  . . . 
and  to  find  ways  to  justify  our  selfishness. 

Our  elders  are  stashed  away  in  nursing 
homes.  And  our  youngsters  pay  part  of  the 
spiritual  price  for  their  isolation.  Our  hungry 
are  nourished  by  bits  of  paper  doled  out  by  gov- 
ernment employees.  Our  sick  are  treated  by 
flat  which,  in  fact,  amounts  to  a mandated  con- 
tribution from  hospitals,  physicians  and  all 
other  professionals  involved  in  providing  that 
care.  Our  disabled  no  longer  look  to  us  for  as- 
sistance; they  lobby  for  laws  which  will  punish 
us  if  we  ignore  their  impediments.  Charitable 
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contributions  are  solicited  as  tax  benefits  and 
they  are  viewed  with  suspicion,  if  not  scorn,  by 
the  bureaucracy  which  covets  the  domination 
of  all  human  needs.  Beneficiaries  of  tax- 
supported  assistance  programs  are  told  not  to 
look  upon  the  provision  as  a gift  but  are  en- 
couraged to  believe  it  is  a right;  an  entitlement 
by  birth.  A contribution,  personally  delivered, 
invariably  evokes  some  expression  of 
gratitude.  A similar  contribution,  imperson- 
ally delivered,  rarely  if  ever  evokes  any  such 
expression. 

With  the  advent  of  a new  political 
philosophy  in  our  nation’s  leadership  we  are 
being  encouraged  to  resume  the  roles  of  per- 
sonal and  private  providers.  We  are  being 
asked  to  assume,  once  again,  the  respon- 
sibilities of  caring  for  our  elders,  our  hungry 
and  our  sick.  In  essence,  we  are  being  asked  to 
become  responsive  to  the  human  needs  in  our 
own  communities;  to  become  caring,  giving 
human  beings  once  again.  Beyond  the  dollar- 
saving  sense  of  such  an  undertaking  . . . 
money  sent  to  Washington  shrinks  more  than 
fifty  percent  ...  it  also  promises  to  reincar- 
nate the  very  spirit  of  America.  Such  a pro- 
gram, broadly  supported,  will  rejuvenate  our 
souls  which  have  been  sickened  with  the  frus- 
trations of  inadequate  giving  and  extrava- 
gant selfishness. 

If  such  an  effort  succeeds,  perhaps  we  will 
witness  the  rebirth  of  charity  and  become  en- 
dowed, once  again,  with  the  priceless  rewards 
of  giving.  We  need  them.  Our  nation  needs 
them.  MRJ 
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New  Year,  New  Benefits, 

New  Programs 

This  month  the  associa- 
tion introduces  PLICO 
Health,  a new  and  wel- 
come benefit  for  its  mem- 
bers. PLICO  Health  is  a 
comprehensive  major 
medical  and  hospital  in- 
surance program  for 
physicians,  their  families, 
their  employees  and  their 
employees’  families.  At  its  November  meeting, 
the  OSMA  Board  of  Trustees  authorized 
PLICO  to  design  and  offer  the  policy  after  re- 
viewing the  results  of  an  extensive  survey  that 
showed  broad  support  for  the  program. 

At  one  time  or  another,  we  have  all  experi- 
enced the  capricious  nature  of  the  commercial 
insurance  industry;  now  we  have  the  opportun- 
ity to  design  a policy  the  way  it  should  be.  With 
actual  loss  experience  used  to  determine  pre- 
miums, we  can  avoid  haggling  about  what 
premiums  should  or  shouldn’t  be. 

Just  as  our  malpractice  insurance  program 
needed  your  support  to  be  successful,  so  does 
the  new  PLICO  Health  program.  When  you  re- 
ceive your  information  on  PLICO  Health,  read 
it  carefully  and  make  your  decision  promptly 


— I know  you  will  be  as  enthused  about  it  as  I 
am. 

My  enthusiasm  for  new  OSMA  programs 
doesn’t  stop  there.  It  extends  to  the  imagina- 
tive and  thought-provoking  scientific  program 
planned  for  the  1982  Annual  Meeting.  The 
theme  of  the  program  is  "The  Great  Debates: 
Controversies  in  Medicine  1982.”  The  line-up 
of  topics  is  impressive  — drug  vs.  electrocon- 
vulsive treatment  for  depession,  use  and  abuse 
of  the  CAT,  surgical  vs.  medical  management 
of  morbid  obesity,  and  the  pregnant  teenager, 
just  to  name  a few.  I predict  this  will  be  one  of 
the  most  exciting  and  "controversial”  annual 
meetings  to  date.  Your  advance  program  and 
hotel  reservation  card  are  in  the  mail.  Don’t 
pass  up  the  opportunity  to  participate. 

This  new  year  brings  more  challenges  and 
opportunities  than  most,  in  areas  as  diverse  as 
international  policy,  domestic  spending,  social 
injustice,  environmental  policy,  and  medical 
and  scientific  research.  Working  through  and 
with  our  association,  we  can  make  our  voices 
heard  and  exert  a positive  influence  on  the 
course  of  human  events.  Our  time  and  efforts 
are  valuable  commodities;  let’s  use  them  to 
make  1982  a year  of  significant  accomplish- 
ments. 
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On  American  Nostrum  Making 
and  Quackery 


BRYAN  E.  BOATMAN,  BS  in  Pharmacy 

The  gullibility  of  the  American  public  to  the 
lures  of  nostrum  hawkers  and  patent  medicine 
promoters  before  the  Pure  Food  and  Drugs 
Act  of  1906  makes  a dramatic  story. 

The  history  of  proprietary  medicines  in 
America  spans  from  the  early  18th  century  ap- 
pearance of  patented  brands  imported  from  Eng- 
land to  the  early  20th  century  enactment  of 
national  legislation  intended,  in  part,  to  re- 
strain abuses  in  the  medicine  industry.  Native 
nostrum  production  began  during  the  Re- 
volutionary generation,  expanded  rapidly  dur- 
ing the  years  following  Independence,  received 
a new  impetus  from  the  Civil  War,  and  reached 
abounding  proportions  in  the  late  19th  century. 
As  medicine  became  more  scientific,  the  anti- 
nostrum movement  developed  a sound  base. 
The  critique  of  patent  medicine  quackery  be- 
came significant  as  part  of  the  humanitarian 
crusade  of  the  Jacksonian  democracy.  During 
the  Progressive  Period,  journalists  and  civil 
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servants  added  their  support  to  physicians  and 
pharmacists  and  created  a sound  public  opinion 
in  behalf  of  a regulatory  law. 

Many  promoters  of  nostrums  were  sincere 
and  kindly  men  and  not  dastardly  knaves, 
though  their  work  might  be  hazardous  to  their 
customers.  However,  it  was  difficult  to  tell  the 
good  from  the  bad.  Also,  very  few  patent 
medicine  makers  became  millionaires,  whether 
their  natures  were  good  or  bad.  But,  most  of 
these  manufacturers  hoped  to  make  big  bucks. 

The  "why”  of  quackery  is  a question  that  is 
still  being  debated  today.  One  point  that  is  very 
peculiar  is  that  the  rise  of  scientific  medicine 
and  the  boom  in  unrestrained  nostrum  making 
and  selling  coincide.  Perhaps  the  answer  lies  in 
the  complex  mystery  of  human  motivation. 
Whatever  the  cause,  quackery  was  important  in 
the  early  years  of  medicine  because  through  it 
vast  numbers  of  people  sought  to  improve  or 
restore  their  health,  thus  making  medical 
quackery  an  important  theme  in  American  so- 
cial and  intellectual  history.  American  pa- 
tent medicine  history  began  in  Britain.  Its 
founders  were  certain  ingenious  Englishmen 
who  combined  medical  tradition  and  promo- 
tional enthusiasm  at  a time  when  regular 
medicines  left  much  to  be  desired.  In  the  18th 
century,  almost  simultaneously  it  seemed, 
there  were  many  English  patents  granted.  For 
example,  there  was  Richard  Stoughton’s  Elixir 
in  1712,  Dr  Bateman’s  Pectoral  Drops  in  1726, 
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Michael  and  Thomas  Bretton’s  Oyl  extracted 
from  a "Flinty  Rock  for  the  Cure  of 
Rheumatick,”  and  John  Hooper’s  "Female 
Pills”  patented  in  the  18th  centuryJ 

Medication  in  the  17th  and  18th  centuries 
was  haphazard,  the  majority  of  remedies  being 
based  on  speculative  theory  or  presumed  empir- 
ical experiences.  No  common  person  with  an 
urge  to  suggest  a new  medicine  felt  any  legal  or 
moral  restraint.  Besides  this  therapeutic  toler- 
ance, there  were  other  aspects  of  the  medical 
community  which  encouraged  the  would-be 
medicine  maker.  The  antiquated  practitioners 
who  belonged  to  the  distinguished  London  Col- 
lege of  Physicians  held  an  age-old  prejudice  that 
a member  of  a profession  should  not  demean 
himself  by  working  with  his  hands.  Therefore, 
surgery  and  experimenting  in  the  laboratory 
were  frowned  upon.  The  masses  had  to  look 
elsewhere  for  treatment.  They  found  this  help 
at  the  hands  of  surgeons  and  apothecaries,  not 
yet  fully  reputable  but  thought  well  of  because 
of  the  great  need.  They  also  found  the  help  at 
the  hands  of  well-meaning  empirics  and  un- 
scrupulous quacks. 

There  probably  was  not  a time  in  history 
where  nostrum  promotion  was  more  brazen 
than  in  18th  century  England.  Therapeutic 
claims  were  the  epitome  of  extravagance. 
Rivalries  between  medicine  makers  became 
very  intense.  Name-stealing  and  patent- 
jumping became  the  misfortune  of  every  suc- 
cessful proprietor.  In  one  instance,  an  enterpris- 
ing woman  marketed  Scots  Pills  in  boxes  sealed 
with  black  wax  bearing  a rampant  lion,  three 
mallets  flying,  and  the  bust  of  a Dr  Anderson.  A 
male  competitor  sealed  his  boxes  in  red  wax 
with  his  coat  of  arms  and  a motto  reading  "Re- 
member you  must  die.”^ 

In  America,  medicines  entered  the  medical 
scene  different  from  that  of  England.  Class  and 
professional  distinctions  were  much  less  impor- 
tant. The  medical  practitioner  was  physician, 
surgeon,  apothecary,  and  even  midwife  at 
times.  The  majority  of  the  doctors  received  their 
medical  training  as  apprentices  rather  than 
through  a university.  This  led  to  lax  standards. 
This  situation  put  emphasis  on  practical  mat- 
ters rather  than  theory,  and  colonial  doctors 
largely  avoided  the  futile  arguments  over  con- 
ceptual medical  systems  that  involved  British 
physicians.  Therefore,  there  was  a big  rise  in 
empiricism;  whoever  wanted  to  make  a 
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medicine  could,  whether  shoemakers,  weavers, 
or  almanac-makers;  it  made  no  difference.  This 
aroused  the  ire  of  many  apprentice-trained 
physicians  who  complained  loudly  about  the 
"Quacks,”  but  their  arguments  were  largely 
overlooked  and  their  efforts  to  control  proved 
futile. 

The  people  in  18th  century  America  and  Eng- 
land were  alike:  they  both  possessed  eagerness 
in  respect  to  medical  remedies.  They  dosed 
themselves  with  galenicals  and  chemicals,  and 
swallowed  complicated  concoctions  containing 
disgusting  ingredients,  in  their  efforts  to  drive 
away  the  malady  that  attacked  them.  At  this 
time,  it  was  the  general  agreement  that  specific 
remedies  for  illness  lay  in  the  region  where  the 
ailments  flourished.  This  belief  prompted  the 
searching  of  American  fields  and  forests  for 
curative  plants  and  directed  attention  to  the 
healing  arts  of  the  Indians. 

Therefore,  in  the  mid- 18th  century,  a great 
variety  of  patent  medicines  containing  these 
natural  sources  spread  throughout  the  colonies 
with  the  promise  that  they  would  "cure  all  that 
ails  you.”  Often  these  medicines  contained  no- 
thing truly  useful  to  the  health  of  the  patient, 
or,  on  the  other  hand,  they  contained  chemicals 
that  might  even  be  harmful  to  the  sick  patient. 
The  promotions  of  the  medicines  were  helped 
along  by  British-printed  broadsides  and  pam- 
phlets that  told  of  all  the  wonderful  things  the 
concoction  they  were  advertising  could  do. 
Many  of  these  concoctions  proved  to  be  quite 
useful  in  helping  remedy  some  ailments.  For 
example,  Turlington’s  Drops  was  found  to  be 
compound  benzoin  tincture  which  was  good  for 
several  different  ailments.^  However,  for  every 
one  useful  medicine,  there  were  many  more  use- 
less ones.  The  rise  of  the  quack  doctor  and 
healer  truly  got  its  real  beginnings  in  the  18th 
century  at  a time  when  medical  wonders  were 
being  discovered  for  the  first  time  and  people 
were  the  most  gullible. 

In  the  post-Revolutionary  period,  America 
was  swept  with  a horde  of  patent  medicines  that 
became  very  popular  but  were  for  the  most  part 
worthless.  The  first  American-made  product  in 
the  annals  of  quackery  that  provoked  a national 
mania  was  the  metallic  tractors  of  Elisha  Per- 
kins. A Connecticut  physician,  Perkins  held  a 
view  that  metals  possessed  an  influence  on  the 
body  which  was  not  fully  understood  but  which 
was  based  upon  the  fact  that  muscles  contracted 
when  touched  with  a metal  object.  The  result  of 
this  was  the  invention  of  a small  pair  of  metal 
instruments  called  tractors."*  These  tractors,  ac- 
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cording  to  Perkins,  could  cure  a host  of  diseases 
by  the  mere  touching  of  the  diseased  part  of  the 
body  with  the  instruments.  The  tractors  were 
an  instant  success  and  their  use  spread  rapidly 
across  America  as  well  as  England.  A son  Ben- 
jamin Perkins  became  a very  rich  man  from  the 
proceeds  of  the  sales  of  metallic  tractors.  How- 
ever, the  popular  belief  in  the  secret  and  exclu- 
sive efficacy  of  the  patented  metallic  points  soon 
vanished  and  the  use  of  the  tractors  disap- 
peared, but  the  hopefulness  with  which 
thousands  of  ailing  people  had  greeted  them 
lived  on.® 

In  the  period  between  the  Revolutionary  War 
and  the  Civil  War,  there  was  a blossoming  of  the 
"natural  medications”  made  from  the  extracts 
of  plants  and  chemicals  and  rolled  into  pills  or 
put  into  solutions.  Among  these  many  medical 
concoctions  were  the  vermifuges.  The  pioneer  of 
this  type  of  medication  was  a man  named 
Thomas  Dyott.  He  made  and  patented  pills  that 
were  guaranteed  to  be  non-irritating  to  the  pa- 
tient as  well  as  a reliable  biliary  medication. 
The  system  of  heroic  medication  was  the  major 
form  of  treatment  at  this  time  and  many  Ameri- 
cans were  eager  for  a less  rugged  regimen. 
Therefore,  a mild  and  pleasant  mode  of  treat- 
ment was  a stock  appeal  in  nostrum  advertis- 
ing. In  fact,  it  seemed  that  the  requirements  for 
the  success  of  any  patent  medicine  was  for  its 
maker  to  attack  the  brutal  therapy  of  the  heroic 
physicians.  Dyott’s  pills  were  guaranteed  to  be 
non-mercurial  in  their  effectiveness  against  a 
certain  disease.  Dyott  made  very  much  money 
selling  his  biliary  pills,  but  for  every  one  suc- 
cessful medicine  maker  such  as  Thomas  Dyott, 
there  were  hundreds  of  others  that  did  not 
achieve  that  kind  of  success.  What  these  ver- 
mifugers  did  accomplish  was  the  planting  of  the 
seeds  of  quackery.  The  market  was  flooded  with 
pulmonic  syrups  and  pectoral  lozenges  with  the 
warning  that  if  a person  did  not  partake  of  the 
fabulous  nostrum,  their  days  were  numbered.® 

The  success  of  the  patent  medicines  in  this 
period  was  due  to  several  factors.  One  was  the 
readiness  of  the  common  man  to  believe  almost 
anything  that  was  put  in  print.  If  a nostrum- 
maker  provided  a list  of  ailments  that  his  medi- 
cation would  cure,  then  the  customer  would  be 
likely  to  believe  the  claims  until  the  moment  he 
died  of  the  disease  the  nostrum  was  supposed  to 
be  healing.  Secondly,  the  nostrum-maker  was  a 
very  persuasive  person.  He  could  present  his 
product  in  such  an  amazing  and  believable  way, 
that  he  would  have  the  public  believing  that  his 


product  could  cure  all  ills.  Lastly,  one  of  the 
biggest  reasons  for  the  success  of  the  many  nos- 
trums was  the  lack  of  governmental  regulations 
against  quackery  and  false  claims.  A 
nostrum-maker  could  practically  make,  patent, 
produce,  and  sell  almost  anything  he  wanted  to 
without  the  close  scrutiny  of  government, 
which  later  realized  the  harm  that  many  of 
these  nostrums  were  actually  doing  to  the 
health  of  the  nation,  but  not  until  the  quacks 
and  nostrum-makers  had  a firm  hold  on  the 
unwary  customer. 

Advertising  played  a major  role  in  the  ad- 
vancement of  the  popularity  of  the  many  nos- 
trums on  the  market  in  the  early-to-mid-19th 
century.  Pamphlets,  broadsides,  and  brochures 
were  printed  and  spread  throughout  the  nation. 
Newspapers  also  played  a major  role  in  the 
spread  of  the  popularity  of  the  various  medica- 
tions. Nostrum-makers  would  take  out  huge 
ads  or  many  small  ads  in  the  same  newspaper 
and  lavish  the  customer  with  tales  of  unheard- 
of-miracles  that  their  product  would  perform. 
Or,  the  nostrum-maker  would  put  in  his  ad  an 
ominous  warning  of  ill  health  unless  his  pro- 
duct was  taken  religiously.  One  such  warning 
was  published  in  Harper’s  Monthly  in  1856.  It 
said: 

We  are  fast  becoming  ...  a nation  of  in- 
valids. Foreigners  already  effect  to  see  in 
us  a degenerate  offspring  of  a nobler  race, 
an  uncomfortable  dyspeptic  expression, 
and  ...  an  uneasy  spasmodic  motion,  and 
a general  ghost-like  charnel-house  aspect, 
serve  to  make  up  a type  of  the  species 
Yankee.’ 

Regardless  of  how  lavish  the  advertisements, 
the  newspapers  printed  them  because  they  were 
a big  source  of  revenue.  The  publishers  there- 
fore adopted  a "caveat  emptor”  alibi  for  adver- 
tising. It  was  not  infrequently  employed  when 
the  press  was  attacked  for  the  scandalous  na- 
ture of  some  of  the  copy  it  accepted  for  pay.  Also, 
any  competitor  was  free  to  advertise,  pointing 
out  the  weaknesses  of  rival  remedies.  The  irony 
of  this  was  that  the  ad  criticizing  another  pro- 
duct might  be  adjacent  to  the  big  advertisement 
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for  the  concoction  it  was  criticizing.  Occasion- 
ally a paper  would  carry  an  article  that  was 
very  critical  of  some  nostrum,  proclaiming  it 
worthless  and  its  maker  a quack,  but  would  also 
carry  an  advertisement  of  a product  that  was 
just  as  questionable  in  therapeutic  efficacy. 

The  Civil  War  brought  on  another  boom  in 
nostrum-making  as  well  as  their  lavish  adver- 
tisements. During  this  period  of  American  his- 
tory it  seemed  that  practically  all  the  products 
and  advertisements  were  aimed  at  the  war  and 
the  soldiers  fighting  in  the  war.  It  did  not  mat- 
ter which  side  one  supported  because  the  adver- 
tisement would  be  supportive  of  the  views  of  the 
people  in  the  part  of  the  country  where  it  was 
being  sold. 

The  war  provided  an  abundance  of  dramatic 
incidents  to  feature  in  nostrum  advertising  and 
also  gave  nostrum-makers  a chance  to  display 
their  patriotism.  See’s  Army  Liniment  was  in- 
troduced, and  The  Union  Hair  Restorative  was 
marketed.  Holloway’s  Pills  issued  a poster 
showing  a blue-clad  officer  hurrying  a box  of  the 
remedy  to  a sergeant  who  was  doctoring  a lan- 
guishing private.® 

In  advertising  aimed  at  the  armies,  the  con- 
stant promise  that  various  remedies  could  cure 
diarrhea  and  dysentery  showed  that  the 
nostrum-makers  were  in  touch  with  the  hard 
truth.  Letters  and  diaries,  as  well  as  official 
medical  records,  made  it  clear  that  bowel  com- 
plaints were  the  most  prevalent  ailment  among 
the  Yankees  and  caused  the  most  deaths.  There 
was  much  self-treatment,  and  it  is  certain  that 
harsh  laxatives  aggravated  many  a simple  dis- 
order into  a health  disaster.  Nonetheless,  many 
soldiers  recovered  from  their  dysenteric  ail- 
ments, and  some  naturally  assumed  that  the 
nostrums  they  had  taken  deserved  the  credit. 
Thus  the  patent  medicine  makers  did  not  lack 
for  military  testimonials. 

In  addition  to  acquainting  soldiers  with  vari- 
ous brands  of  pills  and  potions,  the  war  helped 
the  remedy  manufacturers  in  another  way. 
Thousands  of  soldiers  returned  to  civilian  life 
with  ruined  digestions,  malaria,  wounds,  emo- 
tional disturbances,  and  other  ailments  that 
were  to  cause  them  trouble  for  the  rest  of  their 
lives.  Nostrum-makers  were  not  unaware  of 
this.  Years  after  the  war  was  over,  they  con- 
tinued to  direct  advertisements  and  products  to 
the  brave,  as  well  as  medicine-taking,  veteran. 
The  general  public,  on  the  other  hand,  felt  that 


if  a certain  nostrum  was  good  enough  for  the 
veterans  it  was  good  enough  for  them.  So,  many 
unsuspecting  and  ailing  people  were  drawn  into 
the  ranks  of  purchasers  of  worthless  medica- 
tion. 

In  the  years  following  the  Civil  War,  the  late 
1800’s  and  early  1900’s,  patent  medicines 
began  to  come  under  criticism  from  some  who 
were  tired  of  the  public  being  defrauded  and 
cheated  by  the  medicine  makers.  Samuel  Hop- 
kins Adams,  a free-lance  journalist,  published 
the  most  famous  series  of  articles  in  American 
patent  medicine  history  on  October  7,  1905. 
These  articles  were  called  "The  Great  Ameri- 
can Fraud’’  and  they  made  a major  campaign  of 
the  great  fraud  that  was  taking  place  with  pa- 
tent medicine  vending.  Adams’  "muckraking’’ 
journalism  came  during  the  Progressive  period 
but  for  several  previous  decades  there  had  been 
other  attacks  on  patent  medicines.  The 
weapons  against  nostrums  were  aimed  with 
greater  accuracy  when  medical  science  and 
pharmaceutical  chemistry  advanced.  The 
target,  patent  medicines,  kept  enlarging  and 
the  blatancy  of  advertising  increased  however, 
as  the  volume  of  production  boomed  during  the 
last  quarter  of  the  19th  centurj'.  Although  nos- 
trums came  under  a great  deal  of  criticism,  it 
was  surprising  there  was  not  more. 

In  the  late  1800’s,  prescribing  by  a physician 
was  coming  to  an  end  as  the  manufacture  of 
medicines  became  a major  business,  and  physi- 
cians with  the  best  intent  had  a hard  time  de- 
ciding what  was  good  and  what  was  worthless. 
The  physicians  were  confronted  with  many 
"elegant”  products,  and  the  medicine  maker 
would  go  directly  to  the  physician  to  persuade 
the  doctor  that  his  medicine  was  the  best  buy. 
Much  of  this  persuasion  was  done  by  putting 
advertisements  in  highly-regarded  medical 
journals  and  periodicals.  Most  physicians 
naturally  assumed  that  if  the  product  was 
promoted  in  these  highly-regarded  journals  the 
product  was  good  enough  for  them.  What  criti- 
cism they  heard  about  the  particular  nostrums 
was  up  to  them  to  judge.  Therefore,  the  physi- 
cian was  faced  with  a great  dilemma  in  deter- 
mining which  medicine  was  ethical. 

The  druggist  was  also  forced  to  face  up  to  the 
criticism  of  patent  medicines.  As  a man  of  sci- 
ence, he  had  to  admit  grave  evils  in  the  nos- 
trum trade.  As  a merchant,  he  found  the  sale  of 
proprietary  remedies  providing  a big  part  of 
his  gross  income.  One  way  that  the  pharmacist 
got  around  the  dilemma  was  by  realizing  there 
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were  good  patent  medicines  and  bad  patent 
medicines  and  that  he  should  confine  his  stock 
to  the  former.  Another  view  was  that  the  pub- 
lic would  buy  quack  medicines  anyway,  and  if 
pharmacists  stopped  selling  them,  less  compe- 
tent grocers  would.^ 

In  1903,  pharmacists  and  physicians  started 
getting  some  help  in  solving  their  dilemma. 
The  members  of  the  Proprietary  Association  of 
America,  assembled  in  Boston,  heard  very 
ominous  news.  Dr  Harvey  W.  Wiley  of  the  US 
Department  of  Agriculture  submitted  a report 
demanding  stringent  legislation  regarding 
proprietary  medicines.  He  also  stated  that  no 
remedy  should  be  sold  which  did  not  have  its 
formula  printed  on  the  label,  and  no  remedy 
containing  alcohol  or  cocaine  should  be  sold  ex- 
cept by  a doctor’s  prescription. To  say  the 
least,  this  agitation  greatly  disturbed  the 
Proprietary  Association.  They  knew  that  such 
a law  would  practically  destroy  the  sale  of 
proprietary  remedies  in  the  United  States. 

Wiley  was  never  a friend  of  quackery.  As  a 
boy  he  had  known  of  a neighborhood  nostrum 
dispensed  to  quiet  malarial  chills.  As  the  chief 
chemist  in  Washington  he  collected  bales  of 
advertising  of  fraudulent  remedies.  However, 
his  main  concern  had  been  with  fraudulent 
food,  and  this  had  monopolized  his  research- 
time and  criticism.  When  he  finally  joined  the 
forces  of  those  already  decrying  patent 
medicines,  Wiley  brought  a sort  of  governmen- 
tal sanction  to  the  criticism.  As  the  main 
fighter  for  a national  law,  he  lent  his  personal 
prestige  to  the  suggestion  that  patent 
medicines  should  be  regulated  by  such  a law. 
His  fight  for  a drug  law  was  not  an  easy  one. 
Time  after  time  Wiley’s  friends  in  congress  in- 
troduced legislation  that  would  regulate  pa- 
tent medicines  and  time  after  time  they  were 
struck  down.  His  main  antagonism  came  from 
legislators  controlled  by  the  wealthy  nostrum- 
makers.  But,  Wiley  was  persistent,  and  on 
February  21,  1906,  The  Pure  Food  and  Drugs 

! bill  passed  in  the  senate. 

I 

Wiley’s  act  contained  several  requirements 
that  proprietary  remedies  had  to  meet.  It  re- 
quired that  the  labels  which  manufacturers 
put  upon  their  medicines  must  tell  the  truth. 
The  presence  and  amount  of  certain  dangerous 
drugs,  alcohol,  the  opiates,  chloral  hydrate, 
and  others,  must  always  be  stated  on  the  pack- 
age. As  the  law  stated,  a remedy  was  adulter- 
ated if  its  strength  or  purity  fell  below  the  pro- 
fessed standard  under  which  it  was  sold.  A 


proprietor  could  not  misinform  about  the  state, 
territory,  or  country  in  which  his  product  was 
made.  Also,  he  could  not  put  on  his  label  any- 
thing that  was  false  or  misleading. 

Time  revealed  serious  shortcomings  in  the 
1906  law  and  challenged  optimism  about  the 
public’s  ability  to  discriminate.  Nonetheless, 
the  Pure  Food  and  Drugs  Act  marked  a major 
turning  point  in  patent  medicine  history.  For 
more  than  a century,  American  medicine  prop- 
rietors had  been  free  to  mix  whatever  they 
wanted  and  promote  it  however  they  wished. 
With  Dr  Wiley’s  law,  the  concept  of  control 
over  proprietary  remedy  promotion  was  firmly 
written  into  national  policy. 

Despite  laws  and  regulations,  medical  quac- 
kery continues  to  flourish.  According  to  former 
Postmaster  General  Arthur  Summerfleld, 
more  money  was  being  made  in  medical  quac- 
kery than  in  any  other  criminal  activity. The 
"take”  each  year  was  in  the  billions  of  dollars 
and  growing  every  year.  The  bottom  line  seems 
to  be  that  no  matter  how  much  regulation  is 
enacted,  there  will  always  be  someone  to  pro- 
mote a medicine  that  defrauds  the  public.  The 
general  public  is  better  informed  now  than 
they  were  100  years  ago,  but  the  medicine 
manufacturers  are  more  clever  in  their  adver- 
tising and  appeal.  Today  the  Food  and  Drug 
Adminisration  Act  has  stringent  controls  over 
medications  and  their  purity  and  efficacy,  but 
there  are  still  many  drugs  on  the  market  that 
have  been  proven  to  be  less  than  desirable  in 
their  effectiveness.  The  general  public,  in  the 
end,  suffers  because  of  the  inadequacies  of 
these  medicines  and  the  trumpery  of  the  adver- 
tisements. 

James  Harvey  Young  continued  the  drama- 
tic story  of  the  promotion  of  health  aids  in  The 
Medical  Messiahs,  and  a sequel  to  cover  the 
current  period  of  sophisticated  communica- 
tions would  be  welcome. 
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Seminar  on  Antibiotics  VIII 
Chloramphenicol 


EVERETT  R.  RHOADES,  MD 

Chloramphenicol , in  spite  of  serious  toxicity, 
remains  a drug  with  considerable  usefulness 
in  many  conditions.  These  include 
intracranial  infections,  rickettsial  diseases, 
typhoid,  and  certain  infections  caused  by 

H.  influenzae. 

INTRODUCTION 

Chloramphenicol,  isolated  from  Strep- 
tomyces  venezuelae  in  1947,  has  had  a some- 
what troubled  history.  Early  it  was  found  to 
have  a wide  range  of  activity,  especially 
against  organisms  resistant  to  previously  av- 
ailable antimicrobics.  However,  as  in  the  case 
of  certain  other  antibiotics,  concern  about  seri- 
ous toxicity  has  limited  the  widespread  use  of 
chloramphenicol  in  the  United  States.  In  spite 
of  the  valid  concern  about  its  toxicity,  it  con- 
tinues to  be  an  antibiotic  that  has  a role  in  the 
management  of  certain  infections. 

STRUCTURE  AND  MECHANISM  OF  ACTION 

Compared  with  most  other  antibiotics,  the 


structure  of  chloramphenicol  is  remarkably 
simple,  consisting  of  a nitrobenzene  ring  with 
various  substituent  groups.  Because  of  its  sim- 
plicity, it  was  quickly  synthesized  in  the 
laboratory,  and  all  chloramphenicol  in  the  Un- 
ited States  is  now  synthesized. 

Chloramphenicol  inhibits  bacteria  by  inter- 
fering with  ribosome  function.  It  binds  to  the 
50-s  subunit  of  the  ribosome  where  it  inhibits 
transpeptidation.  This  action  is  reversible  if 
the  period  of  exposure  is  for  a short  time  only. 
Like  other  antibiotics  that  act  at  this  point,  it 
usually  does  not  kill  outright  and  therefore  is 
considered  "static”  in  its  activity.  However, 
with  certain  organisms,  after  prolonged  con- 
tact with  the  drug,  there  is  actual  lysis  of  the 
cell,  so  in  several  situations  it  is  indeed  "cidal.” 

PHARMACOLOGIC  ACTIVITY 

Chloramphenicol  administered  orally  is 
rapidly  and  completely  absorbed.  After  oral 
administration  of  one  gram  to  adults,  a peak 
blood  level  of  about  12  mcg/ml  is  achieved,  ap- 
proximately the  same  as  that  achieved  by  an 
intravenous  dose.  Chloramphenicol  is  excreted 
moderately  slowly,  with  a serum  half-life  of 
about  two  to  three  hours.  Detectible  therapeu- 
tic levels  may  be  present  for  up  to  six  hours 
after  the  administration  of  an  oral  dose.  The 
peak  level  after  intravenous  administration  is 
achieved  almost  immediately. 
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Chloramphenicol  is  rapidly  metabolized  by 
the  liver  which  conjugates  it  with  glucuronic 
acid.  The  conjugated  form  has  no  antibacterial 
activity.  Both  the  active  and  the  metabolized 
forms  are  excreted  by  the  kidneys  and  high 
concentrations  of  active  compound  are  present 
in  the  urine.  In  renal  failure  there  is  very  little 
accumulation  of  active  chloramphenicol,  so  the 
dose  need  not  be  adjusted.  There  is  an  accumu- 
lation of  the  metabolites,  but  these  do  not  ap- 
pear to  have  appreciable  toxicity. 

A major  advantage  of  chloramphenicol  is 
that  it  diffuses  readily  into  most  body  tissues 
including  the  aqueous  humor  of  the  eye  and 
the  cerebrospinal  fluid,  which  it  readily  does 
even  in  the  absence  of  inflammation.  Concent- 
rations of  the  drug  in  the  cerebrospinal  fluid 
approximate  50  per  cent  of  that  in  the  serum. 

CLINICAL  INDICATIONS 

Although  certain  strains  are  resistant, 
chloramphenicol  remains  the  drug  of  choice  for 
treatment  of  typhoid  fever.  This  disease  has 
become  relatively  rare  in  the  United  States.  In 
typhoid  caused  by  chloramphenicol-resistant 
Salmonella  typhosa,  ampicillin  or  tri- 
methoprim-sulfa are  usually  effective. 
Chloramphenicol  is  not  indicated  for  the 
routine  treatment  of  shigellosis,  especially  the 
milder  forms,  but  it  may  be  of  some  value  in 
the  more  severe  case.  Other  drugs  are  equally 
effective  and  do  not  carry  the  toxicity  that 
chloramphenicol  does.  Chloramphenicol  is  ex- 
tremely effective  in  the  treatment  of  rickettsial 
infections  such  as  Rocky  Mountain  Spotted 
Fever.  Although  milder  cases  of  rickettsial  in- 
fections respond  very  well  to  tetracycline,  in 
the  hospitalized  patient,  especially  if  renal 
failure  is  present,  chloramphenicol  has  some 
advantage.  Perhaps  the  most  important  use  of 
chloramphenicol  is  in  the  treatment  of  unde- 
fined meningitis  or  meningitis  caused  by  a var- 
iety of  microorganisms  such  as  Hemophilus  in- 
fluenzae, pneumococcus,  and  Neisseria  mening- 
itidis, especially  in  the  penicillin-allergic  pa- 
tient. It  has  the  added  advantage  of  being  quite 
effective  against  gram-negative  aerobic  or- 
ganisms. In  addition  to  bacterial  meningitis, 
chloramphenicol  in  combination  with  a penicil- 
lin is  indicated  for  the  initial  therapy  of  brain 
abscess.  It  is  considered  to  be  the  drug  of  choice 
in  severe  systemic  infections  with  Hemophilus 
influenzae;  especially  for  strains  that  are  resis- 
tant to  ampicillin. 


Chloramphenicol  is  also  ordinarily  very  ef- 
fective in  the  treatment  of  both  aerobic  and 
anaerobic  gram-negative  infections.  It  is  one  of 
the  few  antibiotics  which  have  good  activity 
against  Bacteroides  fragilis,  an  organism 
commonly  resistant  to  penicillin.  Thus,  it  is 
frequently  employed  in  combination  with  other 
antibiotics  in  the  treatment  of  suspected 
gram-negative  septicemia.  Pseudomonas 
Aeruginosa  is  ordinarily  resistant  to  chloram- 
phenicol. 

PREPARATIONS  AND  MODES  OF  ADMINISTRATION 

Chloramphenicol  is  available  for  oral  use  in 
capsules  of  125  and  250  milligrams.  It  is  also 
available  in  a suspension  form  for  pediatric 
administration.  Chloramphenicol  sodium  suc- 
cinate is  available  in  250  milligram  and  one 
gram  vials  for  intramuscular  or  intravenous 
administration.  The  usual  daily  oral  dose  for 
adults  with  severe  infections  is  three-to-four 
grams  given  in  four  divided  doses.  The  in- 
travenous dose  is  the  same. 

ADVERSE  EFFECTS 

The  most  common  toxic  effect  of  chloram- 
phenicol is  suppression  of  both  the  red  and 
white  cell  precursors  in  the  bone  marrow. 
Chloramphenicol  interferes  with  the  incorpo- 
ration of  iron  into  the  hemoglobin  molecule.  In 
addition,  it  produces  vacuolization  of  white  cell 
and  platelet  precursors  in  the  bone  marrow. 
These  effects  are  regular,  dose-related,  and  re- 
versible with  discontinuation  of  the  drug. 

The  most  serious  side  effect  of  chloram- 
phenicol is  the  production  of  aplastic  anemia 
which  occurs  in  1 in  40,000  to  60,000  courses  of 
therapy.  This  side  effect  represents  an  idiosyn- 
crasy the  mechanism  of  which  is  not  known. 


Everett  R.  Rhoades,  MD,  was  graduated  from 
the  University  of  Oklahoma  College  of  Medicine 
and  is  a Diplomate  of  the  American  Board  of 
Internal  Medicine.  He  is  professor  of  medicine 
and  adjunct  associate  professor  of  microbiology 
at  the  University  of  Oklahoma  Health  Sciences 
Center;  a Fellow  of  the  American  College  of 
Physicians;  a member  of  the  Infectious  Diseases 
Society  of  America;  the  American  Society  for 
Microbiology;  and  the  American  Federation  for 
Clinical  Research. 
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Because  of  the  high  mortality  associated  with 
aplastic  anemia,  physicians  obviously  should 
use  chloramphenicol  only  when  the  indications 
are  definite.  There  is  a widespread  belief  that 
aplastic  anemia  is  associated  only  with  the  oral 
administration  of  the  drug.  However,  cases 
have  been  reported  following  intravenous  ad- 
ministration, and  the  physician  should  not  feel 
that  he  is  necessarily  avoiding  toxicity  by 
using  the  intravenous  route. 

Other  toxicity  of  chloramphenicol  includes 
optic  neuritis  which,  on  rare  occasions,  has  re- 
sulted in  blindness.  Most  of  this  toxicity  has 
been  noted  in  children  with  cystic  fibrosis 
treated  with  the  drug  for  prolonged  periods. 
Peripheral  neuritis  has  also  been  reported. 

In  immature  infants  the  conjugation  en- 
zymes have  not  yet  developed  in  the  liver,  so 
that  administration  of  chloramphenicol  may 


result  in  very  high  levels  of  the  active  com- 
pound. This  results  in  the  so-called  "gray  baby” 
syndrome  characterized  by  a gray  pallor,  ab- 
dominal distension,  nausea  and  vomiting,  and 
frequently,  circulatory  collapse.  Appropriate 
adjustment  of  the  dosage  downward  permits 
one  to  avoid  this  complication.  However, 
chloramphenicol  therapy  should  be  avoided  in 
pregnant  and  in  lactating  women. 
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Coronary  Artery  Bypass  Surgery: 
Scientific  and  Clinical  Aspects 


National  Institutes  of  Health 
Consensus  Development 
Conference  Statement 

December  3-5,  1980 


A Consensus  Development  Conference  was 
held  at  the  National  Institutes  of  Health  on 
December  3,  4,  and  5,  1980.  The  purpose  of  the 
conference  was  to  consider  the  status  of  coro- 
nary artery  bypass  surgery  in  relation  to  five 
specific  questions: 

1.  What  is  overall  management  of  patients 

with  coronary  artery  disease  — that  is, 
in  what  context  should  coronary  artery 
surgery  be  considered? 

2.  What  constitutes  a reasonable  diagnostic 

workup  before  recommending  medical 
or  surgical  therapy? 

3.  WTiat  is  known  about  long-term  survival 

with  coronary  artery  bypass  surgery  in 
specific  patient  groups? 

4.  What  is  known  about  long-term  quality  of 

life  following  coronary  artery  bypass 
surgery? 

5.  What  is  the  range  of  success  rates  for  the 

procedure  in  various  settings,  and  what 
factors  may  be  important  in  influencing 
this  outcome? 

1.  What  is  overall  management  of  patients 
with  coronary  artery  disease  — that  is,  in 
what  context  should  coronary  artery 
surgery  be  considered? 

Coronary  heart  disease  may  be  recognized  by 
the  physician  as  the  clinical  syndromes  of  an- 
gina pectoris,  acute  myocardial  infarction. 


sudden  cardiac  arrest  or  ischemic  car- 
diomyopathy. It  may  also  be  recognized  in  an 
asymptomatic  form  by  detection  of  electrocar- 
diographic evidence  of  prior  myocardial  infarc- 
tion not  recognized  during  the  acute  episode  or 
by  characteristic  abnormalities  of  the  electro- 
cardiogram during  exercise  testing  of  appar- 
ently healthy  persons.  Once  suspected  by  the 
physician,  the  diagnosis  may  be  confirmed 
with  various  levels  of  certainty  by  utilization 
of  one  or  more  special  diagnostic  tests.  The 
tests  most  commonly  used  include  the  elec- 
trocardiogram recorded  during  and  after  moni- 
tored graded  exercise,  in  some  institutions 
radionuclide  studies  of  myocardial  perfusion 
and  ventricular  function  at  rest  and  in  re- 
sponse to  exercise,  and  coronary  arteriography 
with  left  ventricular  angiography.  In  addition 
to  confirming  the  diagnosis,  such  studies  may 
provide  information  as  to  the  pathological 
anatomy  of  the  coronary  arteries,  the  func- 
tional condition  of  the  left  ventricle  and  the 
overall  response  of  the  circulation  to  stress. 
These  data  may  be  combined  with  those  ob- 
tained from  the  medical  history  and  physical 
examination  and  with  detailed  knowledge  of 
the  natural  history  of  the  disease  derived  from 
many  long-term  follow-up  studies  of  patients 
having  such  testing  to  form  definable  subsets 
of  persons  with  widely  different  prognoses. 
Since  a fundamental  aspect  of  advanced  coro- 
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nary  heart  disease  is  a greatly  increased  prob- 
ability of  sudden  death  or  myocardial  infarc- 
tion, such  prognostic  information  strongly  in- 
fluences the  decision  on  whether  to  add  coro- 
nary artery  bypass  surgery  to  the  overall  life- 
long medical  management  recommended.  If 
the  combined  data  indicate  that  the  patient  is 
at  high  risk  of  sudden  death  or  infarction  — for 
example,  the  patient  with  severe  stenosis  of 
the  main  trunk  of  the  left  coronary  artery  or 
severe  and  proximal  stenosis  of  multiple  major 
coronary  branches  — especially  serious  consid- 
eration is  given  for  surgery.  On  the  other  hand, 
if  the  studies  indicate  that  there  is  no  critical 
stenosis  of  any  major  coronary  branch,  then 
clearly  surgery  is  not  indicated  and  medical 
treatment  is  advised. 

But  a very  large  percentage  of  patients  fit 
between  these  extreme  examples.  In  these  pa- 
tients, recommendations  for  medical  or  surgi- 
cal therapy  are  based  upon  two  fundamental 
questions.  One  question,  often  most  anxiety 
provoking  to  the  patient,  relates  to  the  percep- 
tion of  the  physician  and  the  patient  as  to 
which  course  provides  the  greatest  protection 
from  disabling  myocardial  infarction  or  death. 
The  second  question  relates  to  which  course 
will  allow  the  patient  to  obtain  a satisfactory 
quality  of  life  according  to  his  own  standards. 
The  answers  to  these  questions  remain  highly 
judgmental.  The  answer  to  the  first  is  heavily 
based  upon  the  physician’s  interpretation  of  a 
large  volume  of  sometimes  contradictory  data 
of  extraordinary  complexity.  The  answer  to  the 
second  is  heavily  based  upon  the  individual 
patient’s  response  to  medical  therapy  and  to 
his  or  her  priorities. 

It  is  common  practice  for  the  physician  and 
patient,  when  faced  with  this  problem,  to  in- 
itiate comprehensive  medical  therapy  with 
subsequent  periodic  reevaluation  of  the 
patient’s  response  to  his  treatment.  It  is  criti- 
cally important  to  recognize  that  appropriate, 
comprehensive  medical  care  of  the  patient  with 
coronary  heart  disease  requires  an  intensive 
effort  on  the  part  of  the  physician,  involving 
consideration  of  almost  every  aspect  of  the 
patient’s  life.  It  requires  careful  education  of 
the  patient  and  spouse  on  the  nature  of  the 
disease  and  its  management  so  as  to  allow  ade- 
quate self-care  on  a continuing  basis  and  to 
allow  the  patient  to  participate  knowledgeably 
in  major  decisions  affecting  his  or  her  life.  It 


requires  optimal  control  of  risk  factors  for 
atherosclerosis  and  modification  of  lifestyle 
appropriate  to  the  constraints  imposed  by  the 
illness.  This  may  affect  both  work  and  leisure 
activities.  It  may  require  long-term  adminis- 
tration of  such  potent  medications  as  nitrog- 
lycerin, beta-adrenergic  blocking  drugs,  long- 
acting  nitrates,  antiarrhythmic  agents  and  di- 
gitalis, among  others.  Effective  and  safe  utili- 
zation of  these  therapeutic  agents  requires 
careful  titration  of  dosage  against  both  subjec- 
tive and  objective  indices.  If,  after  suph  careful 
and  intensive  medical  treatment,  the  patient 
believes  that  the  quality  of  life  is  so  adversely 
affected  that  other  alternatives  must  be 
sought,  then  surgical  therapy  may  be  advised 
in  patients  suitable  for  this  operation.  It  must 
also  be  recognized  that  in  many  cases  dissatis- 
faction with  the  altered  lifestyle  imposed  by 
the  illness  is  the  result  of  inadequate  attention 
to  the  details  of  management;  failure  of  the 
physician  to  educate  the  patient  concerning 
appropriate  use  of  the  indicated  medications 
may  be  a particularly  important  cause  of  this 
outcome. 

In  patients  with  chronic  stable  angina  and 
good  ventricular  performance,  aorto-coronary 
revascularization  of  the  heart,  whether  with 
autologous  vein  or  artery,  has  had  a progres- 
sive decline  in  operative  mortality  to  levels  as 
low  as  one-to-two  percent  at  major  surgical 
centers.  A corresponding  decrease  in 
perioperative  myocardial  infarction  has  been 
achieved.  These  results  are  assumed  to  relate 
to  better  management  of  anesthesia,  more 
complete  myocardial  revascularization  and 
improved  methods  for  protecting  the  heart  dur- 
ing the  period  of  coronary  grafting.  There 
seems  to  be  no  doubt  that  coronary  bypass 
surgery  can  improve  myocardial  perfusion.  Pa- 
tency of  aorto-coronary  saphenous  vein  grafts 
has  been  in  the  range  of  80-to-85  percent  two 
years  after  operation.  The  procedure  has  been 
widely  accepted  as  treatment  in  patients  with 
unacceptable  symptoms  on  medical  therapy 
and  in  certain  other  subsets  of  patients  with 
coronary  artery  disease. 

2.  What  constitutes  a reasonable  diagnos- 
tic workup  before  recommending  medical 
or  surgical  therapy? 

A reasonable  diagnostic  workup  of  a patient 
with  angina  pectoris  depends  upon  the  clinical 
problem  at  issue.  Instability  and  severity  of 
angina,  effect  of  disease  on  the  quality  of  life, 
cardiac  function  and,  to  a certain  degree,  age 
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play  a role  in  determining  the  workup  of  each 
patient.  The  workup  should  be  done  as  effi- 
ciently as  possible  to  provide  definitive  infor- 
mation upon  which  clinical  decisions  can  be 
made.  Unnecessary  and  redundant  procedures 
should  be  avoided. 

In  some  patients  the  clinical  picture  indi- 
cates the  need  for  anatomic  definition  of  the 
coronary  anatomy  to  determine  operability. 
There  is  consensus  that  patients  with  stable 
angina  whose  quality  of  life  is  significantly 
impaired  by  their  symptoms  should  undergo 
coronary  arteriography.  Further,  in  patients 
with  unstable  angina,  coronary  arteriography 
should  be  performed  during  the  initial  phase  of 
hospitalization;  if  maximal  medical  therapy 
does  not  relieve  symptoms,  this  procedure 
should  be  done  urgently.  There  is  consensus 
that  coronary  artery  bypass  graft  surgery  is 
indicated  in  patients  with  unacceptable  symp- 
toms on  appropriate  medical  treatment  or  with 
recurrent  unstable  angina,  but  the  decision  to 
operate  must  also  depend  on  results  of  invasive 
studies. 

In  patients  with  typical  angina  not  suffi- 
ciently severe  to  dictate  surgery  for  relief  of 
symptoms,  noninvasive  cardiac  testing  may  be 
carried  out  initially  in  the  attempt  to  identify 
those  at  high  risk  for  major  cardiac  events. 
However,  there  is  lack  of  consensus  on  the 
value  of  noninavasive  testing  in  the  workup  of 
such  patients.  Some  physicians  prefer  coronary 
arteriography  as  the  initial  diagnostic  proce- 
dure, particularly  in  the  young  patient.  Others 
recommend  exercise  electrocardiography  in  an 
attempt  to  identify  patients  with  significant 
left  main  or  triple-vessel  disease.  Such  patients 
will  often  show  early  and/or  excessive  ST  seg- 
ment deviations,  prolonged  ST  segment 
depression  into  the  recovery  period,  or  decrease 
in  blood  pressure  during  the  test.  In  this  categ- 
ory of  patients,  coronary  arteriography  should 
be  carried  out  and,  if  high-risk  pathology  is 
found,  coronary  artery  bypass  surgery  consi- 
dered. The  use  of  radionuclide  studies  to  iden- 
tify high-risk  patients  with  left  main  and/or 
triple-vessel  coronary  disease  needs  further 
evaluation. 

There  is  lack  of  consensus  on  the  approach  to 
evaluation  of  patients  with  questionable  or 
atypical  angina.  In  such  patients  exercise  elec- 
trocardiography may  be  helpful  in  the  identifi- 
cation of  those  with  significant  coronary  dis- 
ease; such  identification  may  be  enhanced  by 
radionuclide  studies  in  conjuntion  with  exer- 
cise testing,  particularly  in  patients  with  rest- 


ing electrocardiographic  abnormalities  which 
impair  the  interpretation  of  the  exercise 
electrocardiogram.  The  presence  of  coronary 
artery  disease  may  be  indicated  by  transient 
myocardial  perfusion  defects,  wall  motion  ab- 
normalities or  an  abnormal  response  of  the  left 
ventricular  ejection  fraction  to  exercise. 
Further  research  is  needed  to  determine  the 
role  of  noninvasive  testing  in  patients  with,  or 
those  suspected  of  having,  coronary  artery  dis- 
ease. 

Survivors  of  an  acute  episode  of  myocardial 
infarction  are  at  high  risk  of  sudden  death  dur- 
ing the  first  year  after  the  infarction.  Recent 
studies  have  demonstrated  one-year  mortality 
ranging  from  lO-to-15  percent  of  all  survivors. 
Several  investigators  have  reported  that  these 
patients  can  be  divided  into  high-  and  low-risk 
subgroups  on  the  basis  of  clinical  information 
and  such  noninvasive  testing  as  exercise 
electrocardiography,  radionuclide  studies  of 
ventricular  function,  and  ambulatory  24-hour 
electrocardiographic  recording.  It  is  believed 
that  high-risk  patients  should  undergo  coro- 
nary arteriography  and  left  ventricular  an- 
giography followed  by  surgical  intervention 
of  the  coronary  anatomy  and  left  ventricular 
function  are  appropriate.  It  should  be  recog- 
nized, however,  that  the  course  of  these  pa- 
tients undergoing  surgery  may  differ  from  that 
of  patients  with  stable  or  unstable  angina  and 
apparently  similar  coronary  anatomy  and  ven- 
tricular function,  in  that  they  appear  to  exhibit 
a greater  tendency  for  major  ventricular  ar- 
rhythmia. It  is  also  recognized  that  there  are 
as  yet  insufficient  data  to  determine  whether 
surgical  intervention  will  reduce  the  mortality 
of  this  special  subset  of  patients  with  coronary 
heart  disease.  Because  of  the  relatively  large 
number  of  patients  included  in  this  high-risk 
post-myocardial  infarction  subset,  and  the  pre- 
sent uncertainty  as  to  the  proper  course  of 
management,  an  urgent  need  exists  for  further 
investigation  of  this  problem. 

The  problem  of  the  patient  with  coronary 
disease  presenting  with  congestive  heart  fail- 
ure needs  special  consideration.  It  is  important 
to  determine  whether  a lesion  amenable  to 
surgery  is  contributing  significantly  to  the 
heart  failure,  eg,  a ventricular  aneurysm,  se- 
vere mitral  incompetence  and/or  a post- 
myocardial  infarction  ventricular  septal  de- 
fect. Two-dimensional  echocardiography  or 
radionuclide  ventriculography  may  be  nonin- 
vasive techniques  of  help  in  the  evaluation  of 
such  patients. 
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3.  What  is  known  about  long-term  survival 
with  coronary  artery  bypass  surgery  in 
specific  patient  groups? 

The  impact  of  coronary  artery  bypass  graft 
surgery  on  survival  of  patients  with  coronary 
artery  disease  has  been  the  focus  of  extensive 
debate  since  its  introduction.  In  considering 
data  on  survival,  the  severity  of  left  ventricu- 
lar dysfunction  has  been  determined  to  have 
an  adverse  effect  on  survival,  and  comparisons 
between  surgical  and  medical  therapy  must 
take  this  into  account  as  well  as  the  anatomic 
location  and  extent  of  disease  defined  by  coro- 
nary arteriography. 

It  is  well  recognized  that  the  interpretation 
of  the  results  of  surgical  series  by  comparison 
with  historical  controls  is  difficult.  It  is  espe- 
cially hazardous  in  the  assessment  of  coronary 
artery  surgery  because  of  marked  changes  be- 
tween early  and  recent  results,  both  for  surgi- 
cally treated  and  for  medically  treated  pa- 
tients. Several  recently  published  series  with 
long-term  follow-up  of  patients  undergoing 
coronary  artery  bypass  surgery  have  doc- 
umented an  impressively  low  operative  mor- 
tality with  remarkable  long-term  survival.  At 
the  same  time,  other  studies  have  noted  a 
marked  improvement  in  recent  years  in  the 
survival  of  medically  treated  patients.  Accord- 
ingly, it  seems  unlikely  that  convincing  evi- 
dence of  the  benefits  of  surgeiy  in  appro- 
priately defined  subgroups  can  be  effectively 
assessed  from  other  than  adequately  controlled 
studies. 

There  is  consensus  that  coronary  artery 
bypass  surgery  in  patients  with  angina  pec- 
toris and  greater  than  50  percent  narrowing  of 
the  lumenal  diameter  of  the  left  main  coronary 
artery  results  in  improved  survival  when  com- 
pared with  results  on  medically  treated  pa- 
tients regardless  of  left  ventricular  function  or 
degree  of  angina  pectoris.  (Survival  rates  with 
medical  and  surgical  therapy  were  60  and  89 
percent  respectively  at  four  years  in  the  VA 
trial,  and  67  percent  and  89  percent  at  five 
years  in  the  European  trial.  Left  main  coro- 
nary artery  stenosis  of  this  severity  is  reported 
in  approximately  ten  percent  of  patients  un- 
dergoing coronary  arteriography.*) 

There  are  only  a few  prospective  randomized 
trials  and  observational  studies  with  concur- 
rent medically  treated  controls  to  assess  the 
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impact  of  surgery  on  survival.  Furthermore, 
the  application  of  such  results  to  the  overall 
population  with  symptomatic  coronary  artery 
disease,  treated  in  a variety  of  centers,  must  be 
done  with  caution.  This  compounds  the  prob- 
lem of  judging  the  effects  of  coronary  artery 
bypass  surgery  on  survival  in  patients  with 
three-vessel  disease  for  whom  conflicting  data 
exist.  (Three-vessel  coronary  artery  disease  of 
surgical  significance  is  reported  in  30  to  40 
percent  of  angiographic  studies.*)  The  VA 
Cooperative  Randomized  Trial  was  reviewed. 
The  initial  report  failed  to  demonstrate  im- 
proved survival  with  surgery  in  patients  with 
three- vessel  disease,  the  majority  of  whom  had 
moderate  impairment  of  left  ventricular  func- 
tion. However,  if  one  accepts  the  analysis  of  the 
VA  data  for  the  ten  hospitals  (which  include  87 
percent  of  the  patients)  in  which  the  average 
operative  mortality  was  3.4  percent  and  elimi- 
nates the  three  outliers  in  which  the  average 
operative  mortality  was  23  percent,  a signific- 
antly improved  survival  with  surgery  is  ob- 
served. There  is  evidence  from  observational 
studies  which  suggests  improved  survival  in 
patients  with  three-vessel  disease  and  moder- 
ate impairment  of  global  left  ventricular  func- 
tion, ie,  left  ventricular  ejection  fraction  in  the 
range  of  25-to-50  percent. 

Data  were  reviewed  that  suggested  im- 
proved survival  after  coronary  artery  bypass 
grafting  in  patients  with  three-vessel  disease 
and  good  left  ventricular  function  defined  as 
left  ventricular  ejection  fraction  greater  than 
50  percent.  The  European  Collaborative  Ran- 
domized Trial  demonstrates  improved  survival 
for  surgically  treated  patients  in  this  subset. 
Though  the  differences  observed  in  the  Euro- 
pean trial  are  impressive  (survival  rate  at  60 
months  was  82  percent  for  the  medical  group 
and  94  percent  for  the  surgical  group),  there  is 
consensus  that  confirmation  of  these  findings 
by  additional  studies  is  needed  before  a firm 
conclusion  can  be  reached  on  the  question  of 
improved  survival  in  patients  with  three- 
vessel  disease  and  good  left  ventricular  func- 
tion as  defined.  Other  smaller  randomized  tri- 
als and  observational  studies  have  yielded  con- 
flicting results  in  this  subset. 

The  two  large  randomized  studies  examined 
do  not  provide  evidence  for  improved  survival 
with  surgery  of  patients  with  two-vessel  dis- 
ease regardless  of  the  status  of  the  left  ventri- 

^Estimates  of  prevalence  of  lesions  found  on  coronary  angiography  have  a 
significant  dependence  on  the  criteria  for  angiography:  thus  considerable  var- 
iability may  exist  among  individual  institutions. 
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cle,  while  some  observational  studies  have 
suggested  improvement  in  survival  with 
surgery  of  patients  with  two- vessel  disease  and 
moderate  impairment  of  left  ventricular  func- 
tion. There  is  no  evidence  currently  available 
to  support  improved  survival  after  surgery  in 
patients  with  single-vessel  disease  regardless 
of  left  ventricular  functional  status. 

We  do  not  find  data  adequate  to  support  the 
conclusion  of  improved  survival  with  surgery 
in  patients  with  severe  degrees  of  left  ventricu- 
lar functional  impairment,  ie,  left  ventricular 
ejection  fraction  less  than  20  percent. 

Review  of  the  National  Heart,  Lung,  and 
Blood  Institute  Multicenter  Randomized  Un- 
stable Angina  Pectoris  Trial,  which  excluded 
patients  with  left  main  coronary  artery  disease 
or  persistent  unstable  angina,  has  failed  to 
! show  improved  survival  of  those  treated  by 
I urgent  surgery  compared  to  those  treated  exc- 
lusively by  medical  management  unless 
I surgery  was  dictated  by  chronic  symptomatol- 
ogy. The  extent  to  which  results  in  this  highly 
selected  group  of  patients  can  be  extrapolated 
to  other  subsets  of  unstable  angina  patients  is 
I not  established. 

It  is  important  to  reemphasize  that  surgery 
may  still  be  appropriate  in  patient  subsets 
I where  evidence  of  improved  survival  with 
surgery  is  lacking  if  symptoms  of  myocardial 
ischemia  are  sufficiently  severe  or  if  large 
areas  of  myocardium  are  in  jeopardy.  Further 
attempts  should  be  encouraged  at  identifying 
other  variables,  currently  unmeasured,  which 
may  affect  survival  and  thus  provide  methods 
for  more  critical  testing  of  therapeutic  effec- 
tiveness. 

I 

4.  What  is  known  about  the  long-term  qual- 
ity of  life  following  coronary  artery  bypass 
surgery? 

There  are  few  objective  criteria  by  which 
quality  of  life  can  be  assessed  following  coro- 
nary artery  bypass  surgery.  The  symptom  of 
angina  pectoris  is  reported  to  be  relieved  in 
' 80-to-90  percent  of  patients  undergoing  opera- 
tion for  chronic  stable  angina.  Bypass  surgery 
has  reduced  the  subsequent  number  of 
cardiac-related  events,  amount  of  medication 
required  and  frequency  of  hospitalizations.  The 
majority  of  postoperative  patients  have  been 
able  to  increase  their  exercise  capacity  and 
their  New  York  Heart  Association  functional 
I class.  This  has  been  documented  by  improve- 
||  ments  in  functional  exercise  testing,  angina 
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threshold,  left  ventricular  wall  motion,  left 
ventricular  ejection  fraction  during  exercise, 
indices  of  myocardial  oxygen  consumption  dur- 
ing exercise  and  greater  lactate  extraction  ac- 
ross the  myocardium. 

Improvements  in  symptoms  and  functional 
capacity  associated  with  coronary  bypass 
surgery  theoretically  should  result  in  more  in- 
dividuals returning  to  gainful  employment. 
The  consensus  is  that  this  expectation  has  not 
been  accomplished.  It  is  recognized  that  physi- 
cians do  not  make  consistent  recommendations 
to  patients  regarding  exercise  potential  and 
employability  after  successful  coronary  bypass 
surgery.  Factors  extraneous  to  the  patient- 
physician  relationship  such  as  preoperative 
work  status,  availability  of  nonwork  income, 
perception  of  health,  age,  level  of  education, 
and  employer  attitudes  all  appear  to  influence 
the  postoperative  employment  status.  Whether 
or  not  the  patient  returns  to  work  after  coro- 
nary bypass  surgery  depends  on  too  many 
nonmedical  factors  to  allow  any  conclusions 
regarding  efficacy  of  therapy  based  on  this 
parameter. 

It  is  reported  that  angina  will  recur  or  prog- 
ress after  bypass  surgery  in  about  five  percent 
of  patients  per  year.  In  approximately  two- 
thirds  of  these  patients,  symptoms  are  related 
to  closure  of  the  vein  graft  or  progression  of 
disease  in  the  native  circulation.  This  may  be 
related  to  persistent  elevation  of  blood  lipids  or 
poor  control  of  other  risk  factors.  The  entire 
question  of  mechanisms  involved  in  progres- 
sion of  atherosclerosis  in  the  coronary  circula- 
tion and  in  grafts  is  important  and  requires 
further  investigation. 

Similar  results  regarding  quality  of  life  have 
been  observed  in  patients  undergoing  coronary 
bypass  surgery  for  unstable  angina,  but  the  re- 
ported follow-up  data  are  of  shorter  duration 
than  those  cited,  which  are  based  predomin- 
antly upon  patients  with  stable  apgina. 

5.  What  is  the  range  of  success  rates  for  the 
procedure  in  various  settings,  and  what 
factors  may  be  important  in  influencing 
this  outcome? 

The  institutional  setting  in  which  bypass 
graft  surgery  is  performed  may  importantly  in- 
fluence the  rate  of  success  of  the  operation  in 
various  clinical  subgroups.  Excellence  can  be 
achieved  in  a variety  of  hospital  settings  pro- 
vided appropriate  medical  and  technical  sup- 
port is  available  to  complement  an  experienced 
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and  skilled  surgical  team.  This  would  include 
expertly  performed  angiography  in  suitably 
equipped  laboratories,  the  availability  of  other 
subspecialty  resources  and  appropriate 
laboratory  and  blood  banking  facilities. 

Successful  intraoperative  management, 
reflected  in  low  rates  of  mortality,  periopera- 
tive infarction  and  other  postoperative  compli- 
cations, and  short  hospital  convalescence  will 
depend  not  only  upon  surgical  skill  and  judg- 
ment, but  also  upon  the  availability  of  compe- 
tent anesthesiologists,  efficient  extracorporeal 
support,  optimal  myocardial  preservation 
techniques  and  minimal  duration  of  myocar- 
dial ischemia  consistent  with  optimal  revas- 
cularization. 

Postoperative  management  requires  a suita- 
ble intensive  care  facility,  dedicated  personnel 
and  the  availability  of  circulatory  support  sys- 
tems. 

With  the  experience  that  has  been  accumu- 
lated to  date,  the  following  expectations  for 
hospital  mortality  and  perioperative  infarction 
are  achievable; 

• In  patients  with  chronic  stable  angina  pec- 
toris and  normal  or  moderately  impaired  left 
ventricular  function,  a hospital  mortality 
rate  of  four  percent  is  generally  attainable, 
and  a rate  of  less  than  one  percent  is  possible. 
The  incidence  of  electrocardiographically 
documented  perioperative  infarction  might 
approximate  five  percent. 

• In  the  syndrome  of  unstable  angina  pectoris, 
early  results  will  depend  upon  the 
institution’s  approach  to  management.  A 
somewhat  higher  incidence  of  morbidity  and 
mortality  may  result  from  earlier  operative 
intervention  compared  to  lesser  risks  after  a 
longer  period  of  stabilization  and  exclusion  of 
patients  with  evolving  infarctions.  With  ini- 
tial stabilization  and  nonemergency  opera- 
tion, hospital  mortality  and  perioperative  in- 
farction rates  should  approach  those  for  pa- 
tients with  chronic  stable  angina  pectoris. 
Even  with  early  intervention,  a hospital  mor- 


tality of  6 percent  is  generally  attainable, 
and  perioperative  infarction  might  approxi- 
mate ten  percent. 

• The  existence  of  left  main  coronary  artery 
involvement  has  been  associated  with  high 
operative  risks  in  the  past.  Currently,  and 
except  under  emergency  conditions,  indi- 
viduals with  this  lesion  can  be  operated  upon 
with  morbidity  and  mortality  rates  only 
slightly  higher  than  for  those  with  chronic 
stable  angina  with  other  coronary  anatomy. 

• Bypass  grafting  in  patients  with  sqyere  left 
ventricular  dysfunction  has  been  associated 
with  high  operative  morbidity  and  mortality. 
Recent  improvements  in  perioperative  man- 
agement have  lessened  the  risks.  In  patients 
with  very  severe  myocardial  dysfunction  — 
that  is,  ejection  fractions  of  less  than  25  per- 
cent — a hospital  mortality  rate  no  greater 
than  15-to-20  percent  is  generally  achieva- 
ble. 

• At  this  time  there  is  insufficient  information 
to  identify  the  role  of  bypass  surgery  in  pa- 
tients with  acute  myocardial  infarction,  in- 
tractible  ventricular  arrhythmias  or  asymp- 
tomatic patients  with  jeopardized  myocar- 
dium. 

For  all  categories  of  patients,  average  one- 
year  graft  patency  of  85-to-90  percent  should 
be  achievable.  The  roles  of  anticoagulant  and 
antiplatelet  therapy,  as  well  as  other  interven- 
tions which  may  affect  late  graft  patency  and 
retard  the  arteriosclerotic  process  are  not 
known  at  this  time  and  require  further  study. 

CONCLUSION 

There  is  consensus  of  the  panel  that  coro- 
nary artery  bypass  surgery  represents  a major 
advance  in  the  treatment  of  patients  with 
coronary  artery  disease.  Evidence  has  been 
presented  to  support  the  conclusion  that  im- 
provement in  the  quality  of  life,  decreased 
myocardial  ischemia,  and  increased  survival  in 
selected  subsets  of  patients  have  been  demon- 
strated following  coronary  artery  bypass 
surgery. 
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Hazardous  Substances 

: Physicians  often  have  to  respond  to  an 

emergency  resulting  from  exposure  to  or  mis- 

Iuse  of  various  household  substances.  Hazard- 
ous substances  used  in  the  home  environment 
to  clean,  sanitize  and  disinfect,  and  products 
such  as  lighter  fluid,  lacquers,  thinners  and 
j paint  strippers  present  a risk  to  children  and 
unwary  adults. 

The  color  and  design  of  modern  packaging, 
created  for  impulse  buying,  offers  an  irresista- 
I ble  attraction  to  small  children,  making  the 
I hazardous  product  an  interesting  — and  some- 
times fatal  — subject  for  investigation. 
Hazardous  household  substances  are  the  sec- 
ond major  cause  of  poisoning  incidents  involv- 
ing children  under  age  five  in  Oklahoma. 
I Household  products  that  are  hazardous  or  po- 
tentially hazardous  may  be  required  by  law  to 
be  packaged  in  child-resistant  containers. 
I Safety  packaging  is  proving  effective  in  saving 
lives,  as  shown  by  data  from  the  National 
Center  for  Health  Statistics  in  Washington, 
jj  DC.  The  total  number  of  deaths  among  chil- 
dren under  five  from  accidental  poisonings  has 
I declined  since  the  use  of  child-resistant  pack- 
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aging  for  hazardous  household  products  has 
been  in  effect. 

The  Oklahoma  Hazardous  Substances  Law 
requires  that  any  substance  that  is  toxic,  cor- 
rosive, an  irritant  or  strong  sensitizer,  flamm- 
able, or  generates  pressure  through  decomposi- 
tion, heat,  or  other  means  be  so  labeled,  and 
that  ingredients  be  listed  by  common  or  chemi- 
cal name.  The  label  may  also  describe  approp- 
riate first  aid  treatment. 

The  physician  can  often  determine  the  de- 
gree of  hazard  by  referring  to  the  "signal”  word 
on  the  label:  "Poison”  for  any  hazardous  sub- 
stance which  is  highly  toxic;  "Danger”  for  sub- 
stances which  are  extremely  flammable,  corro- 
sive, or  highly  toxic;  "Warning”  or  "Caution” 
for  all  other  hazardous  substances.  □ 


COMMUNICABLE  DISEASES  IN  OKLAHOMA  FOR  OCTOBER,  1981 


DISEASE 

OCTOBER 

OCTOBER 

SEPTEMBER 

TOTAL  TO  DATE 

1981 

1980 

1981 

1981 

1980 

Amebiasis 

3 

3 

2 

24 

39 

Aseptic  Meningitis 

15 

14 

3 

94 

53 

Brucellosis 

1 

1 

3 

7 

8 

Encephalitis,  Infectious 

3 

4 

1 

22 

14 

Gonorrhea  (Use  Form  ODH-228) 

1422 

1244 

1489 

13313 

11696 

Hepatitis  A 

26 

17 

16 

252 

311 

Hepatitis  B 

27 

24 

19 

194 

182 

Hepatitis  Unspecified 

16 

16 

20 

128 

216 

Malaria 

— 

— 

— 

6 

12 

Measles  (Ruheola) 

1 

1 

— 

6 

775 

Meningococcal  Infections 

5 

2 

1 

41 

20 

Pertussis 

— 

1 

— 

2 

24 

Rabies  (Animal) 

11 

27 

23 

194 

223 

Rocky  Mountain  Spotted  Fever 

— 

4 

3 

95 

63 

Rubella 

1 

1 

1 

2 

6 

Salmonellosis 

44 

56 

50 

354 

302 

Shigellosis 

60 

21 

80 

377 

206 

Syphilis  (Use  Form  ODH  228) 

27 

12 

10 

154 

99 

Tetanus 

— 

— 

— 

1 

1 

Tuberculosis 

11 

18 

20 

272 

268 

Tularemia 

2 

2 

7 

26 

21 

Typhoid  Fever 

— 

2 

1 

5 

7 
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Trustees  Act  on  Proposals 
For  PLICO,  Endowment  Fund 


The  OSMA  Board  of  Trustees  acted  on  sev- 
eral important  issues  at  its  November  22, 
1981,  meeting,  including  proposals  to  expand 
the  operations  of  the  Physicians  Liability  In- 
surance Company  (PLICO)  and  to  reallocate 
funds  donated  to  endow  a chair  in  graduate 
medical  education. 

The  PLICO  proposal  focused  on  expanding 
the  company’s  operations  to  include  a group 
health  and  accident  insurance  policy  covering 
OSMA  member  physicians,  their  families,  and 
their  employees.  It  was  presented  to  the  board 
by  Rod  Prates,  executive  vice  president  of  the 
C.  L.  Prates  Company,  PLICO’s  management 
company. 

Poliowing  the  presentation,  the  board  ap- 
proved a resolution  introduced  by  the  PLICO 
Board  of  Directors  to  develop  the  health  and 
accident  insurance  program.  The  program  is 
expected  to  go  into  operation  early  this  year. 

The  objectives  of  the  program,  as  stated  in 
the  proposal,  are  to: 

• make  all  physicians  in  Oklahoma,  their 
families,  and  their  employees  insurable 

• provide  health  insurance  at  a lower  pre- 
mium than  that  offered  by  commercial  carriers 

• provide  the  broadest  possible  benefits  to 
OSMA  members 

• develop  a simplified  policy  that  will  elimi- 
nate the  preponderance  of  claims  and  coverage 
disputes 

• test  a "stay-well  bonus”  concept  that  in- 
volves the  consumer  of  medical  services  in  the 
decision-making  process 

• test  the  true  group  concept  on  an 
association-wide  basis  as  a demonstration  pro- 
gram 

Designed  with  these  objectives  in  mind,  the 
program  will  dispense  with  the  costs  of  under- 
writing and  soliciting  business  and  will  employ 
a streamlined  system  designed  to  process 
claims  faster  and  more  efficiently. 

Detailed  information  on  the  new  program 
will  be  mailed  to  OSMA  members. 

Another  proposal  taken  up  by  the  board  cen- 
tered on  the  disposition  of  funds  donated  to 
endow  a chair  in  graduate  medical  education 


Dr  Mark  R.  Johnson  (left),  Editor-in-Chief  of  the 
OSMA  Journal,  prepares  to  present  Dr  R.  Palmer 
Howard  with  a Distinguished  Service  Award  for  Dr 
Howard’s  contributions  to  the  association  and  the 
Journal. 

at  the  University  of  Oklahoma  College  of 
Medicine. 

Because  the  amount  of  money  collected  fell 
considerably  short  of  the  target  of  $750,000, 
the  board  had  instructed  the  OSMA  Council  on 
Medical  Education  to  come  up  with  a plan  for 
handling  the  $110,000  donated  to  date.  The 
council  recommended  that  OSMA  contact 
donors  with  an  offer  to  return  their  donations 
or,  if  the  donor  concurred,  to  use  the  funds  to 
help  finance  the  scientific  program  at  the 
OSMA  Annual  Meeting. 

The  board  agreed  to  the  first  part  of  the  re- 
commendation, ie,  offering  to  return  the  dona- 
tions, but  voted  against  using  the  donations  to 
fund  the  scientific  program.  An  alternate  prop- 
osal to  use  the  funds  to  establish  a professor- 
ship in  diabetes  at  the  University  of  Oklahoma 
was  tabled  by  the  board  until  the  Council  on 
Medical  Education  can  meet  again  to  discuss 
the  matter. 

In  other  actions,  the  board: 

• approved  a recommendation  by  the  Council 
on  State  Legislation  that  the  OSMA  president 
select  an  ad  hoc  committee  to  work  with  attor- 
neys on  malpractice  issues 

• approved  OSMA  Life  Memberships  for  five 
association  members 

• presented  a Distinguished  Service  Award 
to  Dr  R.  Palmer  Howard  for  his  service  to  the 
association  and  his  outstanding  contributions 
to  the  OSMA  Journal 

• allocated  $2,000  to  assist  in  funding  the 
Thomas  N.  Lynn  Lectureship  established  by 
the  University  of  Oklahoma  Department  of 
Community  Medicine 

• allocated  $15,000  for  improvements  to  the 

OSMA  headquarters  building.  □ 
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Brandt  Says  Hard  Choices 
Facing  Medical  Profession 

The  need  for  the  medical  profession  to  make 
difficult  choices  and  to  adjust  to  a changing 
national  environment  were  the  themes  of  the 
first  Thomas  N.  Lynn  lecture  given  by  Dr  Ed- 
ward N.  Brandt,  Jr.,  Assistant  Secretary  for 
Health,  US  Department  of  Health  and  Human 
Services. 

Dr  Brandt,  a native  Oklahoman,  launched 
the  Lynn  lecture  series  before  an  audience  of 
several  hundred  physicians  on  October  29, 
1981,  at  Oklahoma  Children’s  Memorial  Hos- 
pital in  Oklahoma  City. 

Speaking  of  the  national  changes  to  which 
physicians  must  adapt.  Dr  Brandt  focused  on 
four  areas:  demographic  changes  resulting 
from  the  maturing  of  the  "baby  boom”  genera- 
tion; rapid  and  profound  expansion  of  the  med- 
ical knowledge  base;  changes  in  the  ethical  and 
legal  relationships  between  physician  and  pa- 
tient; and  realignment  of  the  power  balance 
between  the  federal  and  state  governments. 

Within  the  context  of  these  factors.  Dr 
Brandt  singled  out  the  area  of  research  as  one 
of  the  major  health  policy  choices  for  the  medi- 
cal profession  to  consider.  He  noted  that  while 
present  and  past  administrations  have  placed  a 
high  value  on  the  nation’s  research  cap- 
abilities, these  capabilities  will  now  be  focused 
on  a narrower  range  of  targets. 

Within  the  Public  Health  Service,  which  Dr 
Brandt  administers,  the  National  Institutes  of 
Health  (NIH)  is  the  only  segment  slated  for  a 
funding  increase  in  the  1982  federal  budget; 
funding  for  all  other  elements  is  being  de- 
creased. 

In  subsequent  years,  the  NIH  program  will 
be  following  what  Dr  Brandt  called  the  "prin- 
ciple of  stabilization.”  NIH  will  concentrate  on 
priority  research  within  a stable,  predictable 
research  program.  "To  stabilize  is  to  choose  to 
accept  and  reject,”  he  pointed  out,  adding  that 
NIH  has  not  had  to  make  such  choices  to  this 
extent  in  the  past. 

Dr  Brandt  asked  physicians  to  assist  in  de- 
termining the  road  that  NIH  will  travel.  "It  is 
a true  test  of  the  strength  of  our  character,”  he 
said.  "Will  we  be  able  to  discard  things  we 
wouldn’t  have  in  wealthier  times?” 

According  to  Dr  Brandt,  two  guidelines  will 
be  followed  in  making  research  choices:  follow 
leads  that  offer  the  most  promising  results  and 


Wilson  D.  Steen  (left),  head  of  the  Department  of 
Community  Medicine,  University  of  Oklahoma  Col- 
lege of  Medicine,  presents  a plaque  in  honor  of  the 
Lynn  lecture  series  to  Dr  Thomas  N.  Lynn,  Jr. 
(right).  Looking  on  is  Dr  Edward  N.  Brandt,  Jr.,  As- 
sistant Secretary  for  Health,  US  Department  of 
Health  and  Human  Services. 


focus  on  promoting  health  and  preventing  dis- 
ease. 

"These  are  complex  but  exciting  times  to 
practice  medicine,”  he  noted.  "The  medical  pro- 
fession must  take  these  times  and  these  issues 
seriously.  If  you’re  not  concerned  with  these 
issues,”  he  told  the  audience,  "now  is  the  time 
to  get  concerned.”  □ 

Conference  on  Impairment 
Scheduled  for  March  5 

The  American  Society  of  Law  & Medicine 
will  sponsor  a conference  on  "Impaired  Health 
Care  Professionals:  A Challenge  to  the  Profes- 
sions” on  March  5,  1982,  at  the  Detroit  Plaza 
Hotel,  Detroit,  Michigan. 

The  purpose  of  the  conference  is  to  increase 
awareness  of  the  impact  of  impairment  on  the 
quality  of  health  care  and  the  individual  prac- 
titioner and  to  promote  better  patient  care  by 
highlighting  the  problems  involved  in  dealing 
with  impaired  health  care  providers. 

The  conference  will  focus  on  identifying 
types  and  causes  of  impairment,  examining 
approaches  used  to  detect  and  treat  impair- 
ment, and  clarifying  the  legal  implications  of 
impairment. 

Information  on  conference  fees,  registration, 
and  accommodations  may  be  obtained  from  the 
American  Society  of  Law  & Medicine,  765 
Commonwealth  Ave.,  16th  Floor,  Boston,  Mas- 
sachusetts 02215,  (607)  262-4990.  □ 
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MEDICAL-LEGAL  SEMINARS 

PRESENTS 

''COMPUTERS  IN 
MEDICAL  OFFICE  PRACTICE" 


A one-day  seminar  for  physicians,  office  managers  and  clinic  managers  in- 
terested in  considering  the  use  of  a computer  in  an  office  practice.  This  is  a basic 
"how  to"  program  designed  to  answer  questions  about  computers  and  their  use 
in  billings,  collections,  scheduling,  patient  records,  business  records,  patient 
education,  inventory  control,  word  processing,  diagnostic  research,  and  medica- 
tion indications  and  contraindications. 


9 AM  - 4 PM 


February  17 
Wednesday 
Excelsior  Hotel 
Tulsa 


February  24 
Wednesday 
Holiday  Inn  West 
Oklahoma  City 


For  registration  information  write: 


Medical-Legal  Seminars 
5131  Classen  Blvd.,  Suite  212 
Oklahoma  City,  OK  73118 
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Health  Fair  Week  ’62  Set 
for  Oklahoma  City,  Tulsa 

Health  Fair  Week  ’82  has  been  scheduled  for 
March  28-April  4 in  Oklahoma  City  and  sur- 
rounding communities  and  for  April  25-May  2 
in  the  Tulsa  metropolitan  area.  Sites  selected 
for  the  fair  will  be  at  convenient  locations  eas- 
ily accessible  to  local  residents. 

Organized  by  the  National  Health  Screening 
Council  for  Volunteer  Organizations,  Inc., 
Health  Fair  Week  is  designed  to  promote 
health  awareness  among  citizens  and  to  en- 
courage the  development  and  maintenance  of 
good  health  habits. 

The  fair  incorporates  multiple  health  screen- 
ings for  fair  visitors  with  important  informa- 
tion on  health  education.  Screening  results  are 
reviewed  with  participants  by  a medical  pro- 
fessional. All  participants  receive  a completed 
copy  of  their  health  history  and  screening  re- 
port; those  with  abnormal  results  are  contacted 
by  a health  professional  and  encouraged  to 
take  appropriate  action. 

Each  area  health  fair  is  tailored  to  the  com- 
munity it  serves  and  is  staffed  by  volunteers 
from  community  health  and  service  groups.  □ 


OMSA  President  Addresses 
Garfield  County  Society 

In  a recent  address  to  members  of  the  Gar- 
field County  Medical  Society,  Dr  James  B. 
Pitts,  OSMA  president,  discussed  some  of  the 
pressing  political  and  professional  issues  con- 
fronting Oklahoma  physicians  today. 

Focusing  on  the  impact  of  federal  budget  re- 
ductions, Dr  Pitts  warned  the  physicians  that 
cuts  in  the  Medicare  and  Medicaid  programs 
were  certain  to  affect  their  patients. 

"The  main  thing  to  remember  here,”  he  said, 
"is  that  Medicare  is  a patient  reimbursement 
program.  It’s  not  the  doctor  who  is  discrimi- 
nated against,  but  the  patient,  if  Medicare 
regulations  result  in  low  payments  to  rural  pa- 
tients.” 

He  noted  that  under  Medicaid,  however,  it  is 
the  physician  who  is  penalized  if  a reasonable 
fee  is  not  paid,  since  Medicaid  is  operated  as  a 
physician  reimbursement  program. 

"There  are  many  states  with  payments  that 
are  50  to  60  percent  of  costs,”  Dr  Pitts  pointed 


out.  "For  the  most  part,  Oklahoma  has  escaped 
that  problem,  but  with  recent  state  legislative 
action  and  federal  cutbacks,  we  can  anticipate 
problems  in  the  future.” 

To  deal  with  these  expected  problems.  Dr 
Pitts  urged  society  members  to  continue  to 
support  OSMA  leadership  in  its  efforts  to  make 
the  program  as  equitable  as  possible.  He  also 
encouraged  them  to  provide  strong  financial 
support  to  the  Oklahoma  Medical  Political  Ac- 
tion Committee  (OMPAC)  so  that  OSMA 
members’  views  will  be  considered  seriously  by 
those  who  enact  legislation  that  affects  the 
medical  profession. 

Commenting  on  association-related  pro- 
grams, Dr  Pitts  discussed  the  success  of  the 
Physicians  Liability  Insurance  Company 
(PLICO),  now  the  fourth  largest  domestic 
casualty  company  in  Oklahoma.  He  com- 
mended the  physician  committees  that  oversee 
PLICO  and  reviewed  the  proposal  under  con- 
sideration to  expand  PLICO’s  operations  to  in- 
clude a health  and  accident  insurance 
program.  □ 


New  AMA  Program  to  Focus 
On  Socioeconomic  Trends 

A new  data  collection  program,  the 
Socioeconomic  Monitoring  Systems  (SMS),  is 
being  established  by  the  American  Medical 
Association  (AMA).  This  program  is  designed 
to  provide  more  timely  data  on  socioeconomic 
indicators  of  physicians’  practices.  The  infor- 
mation gathered  will  be  an  important  resource 
for  measuring  changes  and  determining  trends 
in  the  environment  of  medical  practice. 

Each  quarter  a representative  national  sam- 
ple of  about  2,000  physicians  will  be  asked  to 
participate  in  a telephone  survey  to  provide 
data  for  SMS.  Participants  will  be  selected 
through  a random  drawing  of  physician  names 
from  the  AMA  Physician  Masterfile.  The  valid- 
ity of  the  data  gathered  in  the  survey  will  de- 
pend on  the  willingness  of  selected  physicians 
to  participate. 

The  SMS  surveys  will  be  conducted  for  the 
AMA  by  Mathematic  Policy  Research,  Inc,  a 
highly  respected  survey  research  firm.  □ 
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Tulsa  Study  Urges  Freeze 
on  Med  School  Class  Sizes 

A comprehensive  16-month  study  of  Tulsa 
area  medical  education  conducted  by  the  Tulsa 
County  Medical  Society  calls  for  a freeze  on 
class  sizes  in  Tulsa  medical  schools  and  resi- 
dency training  programs. 

The  study  recommends  that  there  be  no  in- 
crease or  reduction  in  the  size  of  classes  enter- 
ing the  University  of  Oklahoma  Tulsa  Medical 
College,  Oral  Roberts  University  School  of 
Medicine,  and  the  Oklahoma  College  of  Os- 
teopathic Medicine  and  Surgery.  It  also  re- 
commends that  the  number  of  residency  posi- 
tions remain  at  the  present  level  and  that  no 
new  specialty  residency  training  programs  be 
created. 

Other  key  conclusions  and  recommendations 
of  the  study  include: 

• No  new  ambulatory  care  teaching  centers 
should  be  established  by  the  three  Tulsa  medi- 
cal schools.  Existing  clinics  should  be  restruc- 
tured to  serve  indigent  and  low-income  pa- 
tients, with  costs  to  be  borne  by  the  govern- 
ment agencies  responsible  for  providing  such 
care. 

• Tulsa  Medical  College  should  continue  as  a 
two-year  school  of  medicine,  with  emphasis  on 
teaching  by  qualified  clinical  faculty. 

• It  is  impractical  for  Tulsa  Medical  College 
and  the  Oklahoma  College  of  Osteopathic 
Medicine  and  Surgery  to  combine  or  share 
facilities  or  faculty. 

• Oral  Roberts  University  and  City  of  Faith 
Medical  and  Research  Center  should  continue 
to  work  with  the  medical  education  and  health 
care  community  to  evaluate  the  center’s  role 
and  to  resolve  mutual  problems.  The  City  of 
Faith  should  assume  exclusive  responsibility 
for  the  care  of  indigent  patients  that  it  attracts 
from  outside  the  state  of  Oklahoma. 

• Tulsa’s  medical  schools  should  work  to- 
gether in  developing  programs  of  continuing 
medical  education  for  graduate  physicians  and 
allied  health  care  personnel  in  Tulsa  County. 

• The  Tulsa  County  Medical  Society  should 
establish  a liaison  committee  to  work  with  all 
segments  of  medical  education  in  a continuing 
study  of  physician  manpower. 

• The  Tulsa  County  Medical  Society  should 
initiate  two  feasibility  studies  — one  to  deter- 
mine whether  to  establish  a health  education 


center  for  the  public  in  Tulsa  and  the  other  to 
determine  whether  an  independent  body  could 
be  set  up  to  review  residency  training  pro- 
grams and  recommend  changes  as  needed. 

The  report  of  the  study  findings  was  pre- 
pared by  the  Study  Committee  on  Medical 
Education  of  the  Tulsa  County  Medical  Soci- 
ety. Committee  members  include  Dr  John  R. 
Alexander,  chairman.  Dr  George  H.  Kamp,  Dr 
Victor  L.  Robards,  Jr,  and  Dr  Lenard  A.  Poplin. 

The  board  of  directors  of  the  county  society 
unanimously  endorsed  the  study  findings  and 
directed  that  a continuing  program  be  de- 
veloped to  implement  the  study’s  major 
recommendations.  □ 


Updated  DES  Publications 
Available  to  Physicians 

The  National  Cancer  Institute  (NCI)  has 
published  an  updated  physician  information 
booklet  titXedi  Prenatal  Diethylstilbestrol  (DES) 
Exposure:  Recommendations  of  the  Diethylstil- 
bestrol Adenosis  (DES AD)  Project  for  the  Iden- 
tification and  Management  of  Exposed  Indi- 
viduals. 

Based  on  research  findings  of  the  past  five 
years,  the  booklet  presents  the  latest  informa- 
tion on  the  health  status  of  DES-exposed  per- 
sons and  describes  methods  for  identifying, 
examining,  and  managing  such  individuals.  Il- 
lustrations and  step-by-step  instructions  are 
designed  to  aid  physicians  in  readily  identify- 
ing exposed  individuals.  Interviewing  techni- 
ques are  included  for  identifying  potentially 
exposed  mothers  and  children. 

The  booklet  also  contains  a list  of  educa- 
tional materials  for  display,  publications  of  the 
DESAD  project,  publications  of  the  registry  for 
research  on  hormonal  transplacental  car- 
cinogenesis, and  other  recent  references. 

Other  NCI  publications  available  on  the 
same  subject  include  new  editions  of  Questions 
and  Answers  About  DES  Exposure  and  a public 
alert  brochure  titled  Were  You  or  Your  Daugh- 
ter or  Son  Born  After  1940? 

All  of  these  publications  may  be  obtained 
without  charge  from  the  Office  of  Cancer 
Communications,  Department  SC,  National 
Cancer  Institute,  Bethesda,  Maryland 
20205.  □ 
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The  'Thysician's  Office  Computer" 
Comes  to  Oklahoma 


the  new  Physician's  Office  Computer  allows  you  to 
analyze  your  own  practice  at  the  touch  of  a button. 


HERE  ARE  JUST  A FEW  EXAMPLES  OF  WHAT  IT  CAN  DO: 


• Print  Standard  Insurance  Forms 

• Print  Patient  Statements  Ready  to  Mail, 
Including  Return  Envelope 

• Patient  Ledger 

• Aged  Accounts 

• Daily  Check  and  Cash  Register 

• Family  Accounts  and  Billing 

• Cross-Posting  Between  Doctors 

• Day  Sheet  and  Detailed  Financial  Reports 
AND  MUCH  MORE!!!  While  Paying  For  It- 
self With  Increased  Collections,  and  Im- 
proved Office  Efficiency. 

You  owe  it  to  yourself  to  see  the  many  be- 
nefits your  practice  will  receive  using  The 
Physician's  Office  Computer. 


For  More  Information  or  a Hands-On  Demonstration 

Call  Wayne  Chambers  — (405)  321-5958  or  360-7160 

SOUTHWEST  BUSINESS  SYSTEMS,  INC. 
132  West  Main  Street,  Norman,  OK  73069 
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Five  Physicians  Elected 
to  OSMA  Life  Membership 

Five  Oklahoma  physicians  were  elected  to 
OSMA  Life  Membership  at  the  November  22 
meeting  of  the  OSMA  Board  of  Trustees.  The 
new  life  members  are  William  P.  Neilson, 
MD,  of  Enid,  and  Claude  M.  Bloss,  Jr.,  MD, 
Forest  R.  Brown,  MD,  John  J.  Coyle,  Jr.,  MD, 
and  R.  Palmer  Howard,  MD,  all  of  Oklahoma 
City. 

To  be  eligible  for  OSMA  Life  Membership,  a 
physician  must  be  a member  in  good  standing 
of  the  association  and  must  meet  one  or  more  of 
the  following  criteria:  (a)  be  retired  from  the 
active  practice  of  medicine  because  of  ill  health 
or  age;  (b)  be  engaged  in  the  active  practice  of 
medicine  for  50  or  more  years;  (c)  be  70  years  of 
age.  □ 


Supreme  Court  Will  Rule 
On  Insurance  Peer  Review 

The  United  States  Supreme  Court  has 
agreed  to  determine  whether  the  practice  of 
peer  review  used  by  the  insurance  industry  to 
evaluate  reimbursement  claims  for  medical 
expenses  could  subject  insurance  companies 
and  participating  doctors  to  antitrust  liability. 

The  case  accepted  by  the  court  involves  a 
New  York  chiropractor  whose  fees  were  found 
by  a peer  review  committee  to  be  unusually 
high.  The  chiropractor,  Alexander  Pireno, 
brought  suit  against  the  Union  Labor  Life  In- 
surance Company  and  the  New  York  Chirop- 
ractic Association,  charging  that  the  peer  re- 
view process  was  being  used  to  set  an  upper 
limit  on  fees,  a price-fixing  conspiracy  illegal 
under  antitrust  laws. 

Pireno’s  suit  was  dismissed  by  the  United 
States  District  Court  but  was  reinstated  by  the 
United  States  Court  of  Appeals  for  the  Second 
Circuit.  The  district  court’s  dismissal  was 
based  on  an  exemption  from  antitrust  scrutiny 
granted  the  insurance  industry  by  the 
McCarran-Ferguson  Act.  The  appeals  court’s 
reinstatement  was  based  on  its  ruling  that  the 
peer  review  process  was  not  part  of  the  "busi- 
ness of  insurance”  exempted  by  the  act. 

The  Supreme  Court’s  decision  will  have  a 
major  impact  on  the  peer  review  process  and  on 
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the  physicians  who  volunteer  to  serve  on  peer 
review  committees.  Insurance  companies  refer 
some  10,000  claims  a year  to  peer  review  com- 
mittees. 

Joining  the  defendants’  appeal  to  the  Court 
are  the  Health  Insurance  Association  of 
America  and  the  American  Council  of  Life 
Insurance.  □ 


IN  MEMORIAM 


1981 


Athol  L.  Frew,  Jr.,  DDS,  MD 

January  1 

William  R.  Morris,  MD 

January  17 

Geoffrey  Kelham,  MD 

January  27 

Charles  G.  Stuard,  MD 

January  30 

Fred  S.  Watson,  MD 

February  3 

Robert  J.  Terrill,  MD 

February  16 

David  J.  Tomko,  MD 

March  4 

Eugene  F.  Lester,  Jr.,  MD 

March  16 

J.  Samuel  Binkley,  MD 

March  16 

Gilbert  L.  Hyroop,  MD 

April  15 

Leo  A.  Myers,  MD 

April  19 

J.  Holland  Howe,  MD 

April  20 

Harold  M.  McClure,  MD 

April  27 

Sam  W.  Hendrix,  MD 

May  12 

Roger  C.  Good,  MD 

June  16 

Frederick  G.  Dorwart,  MD 

June  16 

Joseph  W.  Kelso,  MD 

June  18 

Rufus  K.  Goodwin,  MD 

June  25 

Orville  C.  Armstrong,  MD 

July  9 

Charles  F.  Paramore,  MD 

July  10 

James  D.  Reynard,  MD 

July  21 

Mark  R.  Everett,  PhD 

August  17 

Khalil  Ahmad,  MD 

August  22 

M.  H.  Haskell,  MD 

August  30 

C.  F.  Foster,  Jr.,  MD 

October  11 

E.  E.  Shircliff  MD 

October  23 

S.  N.  Stone,  Jr.,  MD 

November  9 

□ 


Oklahoma  State  Medical  Association 


Fabulous  Money  Machine? 


If  you  owned  a machine  that  printed  a brand  new  $500  bill  each  week,  you'd  be  most  fortunate  wouldn't  you?  But,  what  if  this 
very  special  machine  had  parts  that  could  not  be  replaced^  As  a prudent  person  in  control  of  such  a machine  you  would  want 
some  assurance  that  if  the  machine  stopped  producing  $500  bills,  you  could  still  receive  them,  wouldn't  you? 


Physicians  are  high-achieving  professional  breadwinners  and  can  be  compared  to  "money  machines"  But,  they  are  also 
human  beings,  who  because  of  their  profession,  have  a greater  than  average  understanding  of  the  prospects  of  unexpected 
accidents  and  illnesses  which  can  impair  or  destroy  their  income  producing  ability 


Through  the  Oklahoma  State  Medical  Association  Group  Disability  Program,  you  have  the  opportunity  to  obtain  assurance  of 
uninterrupted  income  if  your  health  should  fail. 


Three  plans  are  available.  Plan  L-65  pays  accident  benefits  for  lifetime  Sickness  benefits  are  payable  to  age  65,  or  for  a 2-year 
maximum  period  if  disability  begins  between  ages  63  and  70  Benefits  are  payable  for  10  years  based  on  being  unable  to 
perform  every  duty  of  your  occupation,  thereafter,  based  on  being  unable  to  perform  the  duties  of  any  gainful  occupation  for 
which  you  are  reasonably  fitted. 


Semi  Annual  Premium  — Benefit  payable  after  8 days  for  sickness,  first  day  for  accidents. 


WEEKLY 

UNDER 

AGE 

AGE 

AGE 

AGE 

INDEMNITY 

AGE  30 

30-39 

40-49 

50-59 

60-69 

$500  00 

$301  50 

$346  50 

$476  50 

$641.50 

$418  50' 

400  00 

241.50 

277.50 

381  50 

513  50 

418  50' 

300  00 

181.50 

208  50 

286.50 

385.50 

418  50 

200  00 

121.50 

139  50 

191  50 

257.50 

279.50 

100.00 

61  50 

7050 

96  50 

129  50 

140  50 

For  full  particulars,  contact  JANE  GRIFFITH 

C.  L.  PRATES  & COMPANY.  INC. 

Administrator,  OSMA  Group  Insurance  Plans 
720  N.W.  50th  Street,  Oklahoma  City,  OK  73118  (405)  848-7661 


City  of  Faith  Hospital 
Marks  Official  Opening 

The  City  of  Faith  Medical  and  Research 
Center,  located  next  to  the  Oral  Roberts  Uni- 
versity campus  in  Tulsa,  has  officially  opened 
its  hospital  doors.  Ten  floors  of  the  30-story 
hospital  facility  were  readied  to  admit  patients 
I as  the  first  phase  of  hospital  service  began  in 
November. 

The  hospital  is  part  of  a $250  million  medical 
complex  that  includes  a 60-story  clinic  and 
I 20-story  research  and  continuing  education 
j center.  The  clinic  was  opened  in  July  1981.  The 
I entire  complex  is  expected  to  be  completed  and 
operating  fully  by  July  1988. 

Conceived  and  built  in  conjunction  with  the 
Oral  Roberts  Ministries,  the  City  of  Faith  emp- 
j loys  a "whole-person”  approach  to  health  care 
that  combines  medical  science  and  technology 
with  formalized  spiritual  care.  The  complex 
will  serve  as  a primary  teaching  hospital  for 

ithe  medical,  nursing,  and  dental  schools  of 
Oral  Roberts  University.  □ 


Miscellaneous  Advertisements 

EMERGENCY  PHYSICIANS  — Oklahoma, 
Kansas,  Missouri.  Emergency  medicine  posi- 
tions available  in  metropolitan,  rural  and  re- 
creational areas.  Flexible  scheduling  allowing 
personal  time  off.  Competitive  compensation 
varying  with  facility  and  patient  volume. 
Training  and/or  experience  in  emergency 
medicine,  family  practice  or  internal  medicine. 
Forward  C V or  call  Gina  Taylor,  Emergency 
Medicorp,  P.A.,  1950  East  Santa  *Fe,  Olathe, 
Kansas  66062.  (800)  255-6160  or  (913) 
764-6160. 

OB/GYN-URGENT  NEED  FOR  board  cer- 
tified or  board  eligible  obstetrician/ 
gynecologist.  Expanding  accredited  multi- 
specialty group  has  an  immediate  opportunity 
for  a top-notch  candidate.  Excellent  compensa- 
tion and  fringe  benefits.  Inquiries  confidential. 
Contact  Jim  Freed,  MD,  Chickasha  Clinic, 
(405)  224-4853.  □ 
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Rewarding  Positions 
In  The  Practice  of  Medicine 
From  Both  A 
Personal  and  Financial 
Point  of  View 

These  positions  will  be  associated  with  a clinic  which  is  part 
of  a hospital  complex  and  is  a part  of  the  same  building. 

We  can  offer  substantial  guarantees  or  other  favorable  ar- 
rangements. 

This  complex  is  located  in  Marlow,  Oklahoma,  which  is  a 
lovely  and  beautiful  community  for  family  life. 


At  this  time  we  are  in  need  of: 

FAMILY  PRACTITIONERS 
GENERAL  SURGEON 
OB/GYN 
PEDIATRICIAN 


Please  contact  Jim  Burton  or  Talton  L.  Francis,  Administrator,  Talley-Walker  Hos- 
pital, 501  North  4th  St.,  Marlow,  Oklahoma  73055.  Phone  (405)  658-6601  for  addi- 
tional information. 
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Oklahoma  State  Medical  Association 


BEWARE 

THE 

WINTER 

WEATHER! 


>v 


RU-TUS 

Dispel  the  Clouds  of  Fall  arv 


RU-TUSS 

TABLETS 

Each  prolonged  action  tablet  contains:  Phenylephrine  Hydrochloride  25  mg 

• Phenylpropanolamine  Hydrochloride  50  mg  • Chlorpheniramine  Maleote  8 mg 

• Hyoscyamine  Sulfate  0.19  mg  • Atropine  Sulfate  0.04  • Scopolamine 
Hydrobromide  0.01  mg  • Each  Ru-Tuss  tablet  acts  continuously  for  10  to  12  hours. 

Symptomatic  Relief 
of  Sneezing  and 
Nasal  Congestion 

Comprehensive  decongesting,  antihistaminic 
and  anti-secretory  reliever  for  patients  with 
nasal,  sinus  and  other  upper  respiratory 
irritation. 

• Eases  breathing  • Reduces  sneezing 

• Reduces  tearing  • Dries  the  drip 
One  tablet  b.i.d.  gives  round-the-clock 
relief  to  adults  and  older  children 

[12  years  and  over]. 


i 


EU  EVERS 

/inter  Respiratory  Discomfort 


RU-TUSS 

EXPECTORANT 


Each  fluid  ounce  contains:  Codeine  Phosphate  65.8  mg  • (WARNING:  MAY  BE 
HABIT  FORMING)  Phenylephrine  Hydrochloride  30  mg  • Phenylpropanolamine 
Hydrochloride  20  mg  • Pheniramine  Maieate  20  mg  • Pyrilamine 
Maleate  20  mg  • Ammonium  Chloride  200  mg  • Alcohol  5% 


Symptomatic  Relief  of 
Coughing  with  Nasal 
and  Bronchial 
Decongestion 


Full  range  symptom-reliever  for  patients 
with  air  way  oongestion  in  the  upper 
chest  as  well  as  the  nose  and  throat. 
• Blocks  the  cough  • Loosens  mucus 
• Reduces  sneezing  • Eases  breathing 
• Tasty  so  ifs  easy  to  take 


o 


To  Relieve  the  Symptoms 
of  Winter  Weather  Upper  Respiratory  Distres 


RU1USS/RU-TUSS 


TABLETS 


EXPECTORANT 


RU-TUSS^ 


RU-TUSS^ 


Tablets 

DESCRIPTION 

Each  prolonged  action  tablet  contains: 


Phenylephnne  Hydrochloride 

25  mg 

Phenylpropanolamine  Hydrochloride 

50  mg 

Chlorpheniramine  Maleate 

8 mg 

Hyoscyamine  Sulfate 

0 19  mg 

Atropine  Sulfate 

0 04  mg 

Scopolamine  Hydrobromide 

0 01  mg 

Ru-luss  Tablets  act  continuously  tor  1 0 to  1 2 hours 

Ru-Tuss  Tablets  are  an  oral  antihistamlnic,  nasal  decongestant  and  anti-secretory 
preparation 

INDICATIONS  AND  USAGE  Ru-Tuss  Tablets  provide  relief  of  the  symptoms  resulting  from 
irritation  of  sinus,  nasal  and  upper  respiratory  tract  tissues  Phenylephnne  and  phenyl- 
propanolamine combine  to  exert  a vasoconstnctive  and  decongestive  action  while 
chlorpheniramine  maleate  decreases  the  symptoms  of  watering  eyes,  post  nasal  dnp 
and  sneezing  which  may  be  associated  with  an  allergic-like  response  The  belladonna 
alkaloids,  hyoscyamine.  atropine  and  scopolamine  further  augment  the  anti-secretory 
activity  of  Ru-Tuss  Tablets 

CONTRAINDICATIONS  Hypersensitivity  to  antihistamines  or  sympothomimetics  Ru-Tuss 
Tdblets  are  contraindicated  in  children  under  12  years  of  age  and  in  patients  with 
glaucoma,  bronchial  asthma  and  women  who  are  pregnant  Concomitant  use  of  MAO 
inhibitors  is  contraindicated 

WARNINGS  Ru-Tuss  Tdblets  may  cause  drowsiness.  Patients  should  be  warned  of  the 
possible  additive  effects  caused  by  taking  antihistamines  with  alcohol,  hypnotics,  seda- 
tives or  tranquilizers 

PRECAUTIONS  Ru-Tuss  Tablets  contain  belladonna  alkaloids,  and  must  be  administered 
with  care  to  those  patients  with  glaucoma,  or  urinary  bladder  neck  obstruction.  Caution 
should  be  exercised  when  Ru-Tuss  Tablets  are  given  to  patients  with  hypertension,  cardiac 
or  peripheral  vascular  disease  or  hyperthyroidism  Patients  should  avoid  driving  a motor 
vehicle  or  operating  dangerous  machinery  (See  Warnings). 

OVERDOSAGE  Since  the  action  of  sustained  release  products  may  continue  for  as  long  as 
12  hours,  treatment  of  overdoses  directed  at  reversing  the  effects  of  the  drug  and 
supporting  the  patient  should  be  maintained  for  at  least  that  length  of  time  Saline 
cathartics  are  useful  for  hastening  evacuation  of  unreleased  medication  In  children  and 
infants,  antihistamine  overdosage  may  produce  convulsions  and  death 
ADVERSE  REACTIONS  Hypersensitivity  reactions  such  as  rash,  urticaria,  leukopenia, 
agranulocytosis,  and  thrombocytopenia  may  occur  Other  adverse  reactions  to  Ru-Tuss 
Tablets  may  be  drowsiness,  lassitude,  giddiness,  dryness  of  fhe  mucous  membranes,  tight- 
ness of  the  chest,  thickening  of  bronchial  secretions,  urinary  frequency  and  dysuria, 
palpitation,  tachycardia,  hypotension  hypertension,  faintness,  dizziness,  tinnitus,  head- 
ache. incoordination,  visual  disturbances,  mydnasis,  xerotomia.  blurred  vision,  anorexia, 
nausea,  vomiting,  diarrhea,  constipation,  epigastnc  distress,  hypenrritabilify,  nervousness, 
dizziness  and  insomnia  Large  overdoses  may  cause  tachypnea,  delirium,  fever,  stupor, 
coma  and  respiratory  failure 

DOSAGE  AND  ADMINISTRATION  Adults  and  children  over  12  years  of  age.  one  tablef 
morning  and  evening  Not  recommended  for  children  under  12  years  of  age  Tablefs  are 
to  be  swallowed  whole 
HOW  SUPPLIED: 

Bottles  of  100  Tablets  NDC  0524-0058-01 

Bottles  of  500  Tablets  NDC  0524-0058-05 

Federal  law  prohibits  dispensing  without  prescription, 

DISTRIBUTED  BY:  MANUFACTURED  BY: 

Boots  Pharmaceuticals,  Inc.  Vitarine  Company,  Inc. 

Shreveport,  Louisiana  71106  Springfieird  Gandens,  New  York  11413 


Expectorant 


DESCRIPTION 

Each  fluid  ounce  of  Ru-Tuss  Expectorant  contains: 

Codeine  Phosphate  65.8  ‘i 

(WARNING  MAY  BE  HABIT  FORMING) 

Phenylephnne  Hydrochloride  30  . 

Phenylpropanolamine  Hydr(3chlonde  20  ' | 

Pheniramine  Maleate  20  ' 

Pyrilamine  Malerate  20  i 

Ammonium  Chloride  200  . , 

Alcohol  I 


Ru-Tuss  Expectorant  is  an  oral  antitussive.  antihistaminic.  nasal  decongestant  and  exp  : 
torant  preparation  , 

INDICATIONS  AND  USAGE  Ru-Tuss  Expectorant  is  indicated  for  symptomofic  relief  of  up  | 
respiratory  congestion  associated  with  pharyngitis,  tracheitis,  bronchitis,  and  allergic  it  j 
tis  Also,  for  the  temporary  relief  of  symptoms  associated  with  hay  fever,  allergies,  rx,  I 
congestion  and  cough  due  to  the  common  cold 

CONTRAINDICATIONS  Hypersensitivity  to  antihistamines  Concomitant  use  of  an  c 
hypertensive  or  antidepressant  drug  containing  a monoamine  oxidase  inhibitc 
contraindicated 

Ru-Tuss  Expectorant  is  contraindicated  in  patients  with  glaucoma,  bronchial  asthma  <j' 
in  women  who  are  pregnant 

WARNINGS  Ru-Tuss  Expiectorant  contains  codeine  phosphate,  therefore,  the  patient  she 
be  warned  of  the  potential  that  this  drug  may  be  habit  forming  Ru-Tuss  Expectorant  r i 
cause  drowsiness  Patients  should  be  warned  of  the  possible  additive  effect  causec 
taking  antihistamines  with  alcohol,  hypnotics,  sedrotives  and  tranquilizers 
PRECAUTIONS  Patients  taking  Ru-Tuss  Expectorant  should  avoid  driving  a motor  vehicli 
operating  dangerous  machinery  (See  Warnings),  Caution  should  be  taken  with  patii 
having  hypertension,  diabetes,  hyperthyroidism  and  cardiovascular  disease 
Caution  should  also  be  used  in  patients  with  pulmonary  hepatic  or  renal  insufficienQl 
ADVERSE  REACTIONS  Ru-Tuss  Expectorant  may  cause  drowsiness,  lassitude,  giddin; 
dryness  of  mucous  membranes,  tightness  of  the  chest,  thickening  of  bronchial  secretii 
unnary  frequency  and  dysuna.  palpifation.  tachycardia,  hypotension  hypertension,  fc 
ness,  dizziness,  tinnitus,  headache,  incoordination,  visual  disturbances,  mydnasis,  xi 
stomia.  blurred  vision,  anorexia,  nausea,  vomiting,  diarrhea,  constipation,  epigastric 
tress,  hyperimtability  nervousness,  and  insomnia  Overdoses  may  cause  restlessn 
excitation,  delirium,  tremors,  euphona,  metabolic  acidosis,  stupor,  tachycardia  and  e 
convulsions 

DOSAGE  AND  ADMINISTRATION  Adults  1 or  2 teaspoonfuls,  orally,  every  4 hours,  nc 
exceed  10  teaspoonfuls  in  any  24-hour  period 
Children  6 to  1 2 years  of  age  the  adult  dose,  not  to  exceed  6 teaspoonfuls  in 
24-hour  penod  Children  2 to  6 years  of  age  '6  teaspoonful  eyery  4 hours,  not 
exceed  3 teaspoonfuls  in  any  24-hour  period  Children  under  2 years  of  age  Use] 
direefed  by  a physician. 

HOW  SUPPLIED:  (16  fl  OZ  ) 

Pinf  Bottles  NDC  0524-101C 

Federal  law  prohibits  dispensing  without  prescription 


MANUFACTURED  AND  DISTRIBUTED  BY: 

Boots  Phamnaceuticals,  Inc. 
Shreveport,  Louisiana  71106 


Boots  Pharmaceuticals,  Inc. 

Shreveport,  Louisiana  71106 

Pioneers  in  medicine  for  the  family 


RT-014 


11  80 


Printed  mUl 


easy  to  take 


Pediatric  Drops 


250-mg  Pulvules® 


Additional  information  available 
to  the  profession  on  request. 


100  mg/ml 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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Army  Medical  Department  Opportunities 


The  Army  Medical  Corps  offers  virtually  un- 
limited opportunities  to  learn,  teach,  investigate, 
practice  and  direct.  For  physicians  who  want 
more  in  their  health  care  career  than  a predicta- 
ble daily  routine,  the  Army  Medical  Corps  has  a 
lot  to  offer.  There  are  challenging  professional 
opportunities  in  patient  care,  preventive 
medicine,  research,  administration  and  educa- 
tion. A variety  of  excellent  educational  programs 
exist.  The  chance  to  travel  to  various  parts  of  the 
United  States,  including  Alaska  and  Hawaii,  or 


even  overseas,  in  Europe,  Panama,  Korea  or 
Japan  is  always  a possibility.  As  a member  of  the 
Army  Medical  Corps,  you  become  a part  of  one  of 
the  largest  comprehensive  systems  of  health  care 
in  the  United  States.  Numerous  medical  facilities 
exist  in  most  states,  ranging  from  clinics  and 
hospitals  to  world-renown  medical  centers.  For 
more  information  call: 

COT  Jim  Prentiss 
(214)  767-0818 

Army.  Be  All  You  Can  Be. 


MEDICAL 

DIRECTORY 

OKLAHOMA  STATt  MEDICAL  ASSOCIATION.  1981 


NOW  AVAILABLE 

THE  NEW  OSMA 
MEDICAL 
DIRECTORY 

Oklahoma’s  Most  Complete 
Informational  Medical  Data 

Includes: 

Alphabetical  Physicians  Roster,  Roster  by 
Cities,  Designed  Specialty  Codes,  Medical 
School  Codes,  Frequently  Called  Telephone 
Numbers 

Copies  have  been  mailed  to  each  OSMA 
member.  Additional  copies  for  physician- 
members  are  available  for  $10.00  per  copy, 
plus  postage  and  handling.  Others  may  pur- 
chase copies  for  $15.00  each,  plus  postage 
and  handling. 

Order  from  OSMA, 

601  N.W.  Expressway, 

Oklahoma  City,  OK  73118. 


X 


Oklahoma  State  Medical  Association 


Have  the  new  pension  laws  got  you  down? 
Why  employ  when  you  can  lease? 


Staff  leasing  will  reduce  your  taxes  and  increase  your  net  earnings 


Your  staff  will  enjoy  superior 
ennployee-benefits 

• medical  insurance 

• maternity  benefits 

• dental  insurance 

• life  insurance 

• pension  retirement 

• professional  liability  insurance 

• and  more 


Free  yourself  to  select  a benefit 
package  (retirement,  medical  ex- 
pense reimbursement,  insurance, 
etc.)  which  satisfies  and  covers  only 
yourself  without  being  required  to 
provide  the  same  benefits  to  your 
entire  staff. 


• \Ne  are  not  an  employment  agency. 

• We  provide  full-time  staffs  for  clinics,  group  practices  and  sole 
practitioners. 

• We  will  either  hire  your  existing  employees  and  lease  them  back 
to  you  or  hire  new  employees  who  are  acceptable  to  you. 

• We  will  save  you  money,  time  and  effort.  You  merely  write  one 
check  a month  and  we  do  all  the  rest. 

• Our  fee  will  be  significantly  less  than  your  present  employee  cost. 


\ 

Our  staff  leasing  arrangement  is  also  the  solution  for  clinics  and  group 
practices  which  may  be  in  violation  of  the  new  pension  laws 

\ J 


THE  STAFF  TEASING  COMPANIES 


IN  TEXAS  CALL 
(214)  343-8427 


IN  OKLAHOMA  CALL 
(405)  943-3310 


SOUTHWEST  STAFFING  INC. 

POST  OFFICE  BOX  31207 
DALLAS,  TEXAS  75231 


PROFESSIONAL  STAFFING,  INC. 

POST  OFFICE  BOX  12373 
OKLAHOMA  CITY,  OKLAHOMA  73112 
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“DISTINCTIVE” 

doesn’t  mean 

“EXPENSIVE”  at 


THE 


HAiS 


Limiii 


5916  N.  May,  Oklahoma  City 

843-9484 

OPEN  10-7  Mon.-Fri.,  10-6  Sat. 


Truly  original,  fascinating  Leather 
Furniture  of  superb  quality  and 
ageless  beauty.  From  our  show- 
room, you  may  also  select  from 
an  extensive  choice  of  handsome 
desks,  oriental  rugs,  occasional 
tables,  lamps  and  other  tasteful 
accessories,  all  available  for  im- 
mediate delivery. 


THERE’S  MORE  TO  ARMY  RESERVE  MEDICINE  THAN  THE  ARMY 


Add  the  prestige  of  an  officer's  commission  to  your  medical  career  without  leaving  your  hometown.  As  a 
qualified  physician,  you’ll  receive  a direct  Army  Reserve  Commission.  You’ll  serve  your  country  as  an  officer 
and  receive  an  officer's  pay  for  each  monthly  and  annual  training  session  you  attend. 


While  serving,  you'll  accumulate  retirement  credit  to- 
ward a military  pension  at  age  60  after  the  completion 
of  20  years  of  parttime  service. 

For  one  weekend  a month,  you  can  be  the  kind  of 
doctor  many  doctors  would  like  to  be.  The  actual  time 
commitment  is  minimal.  Reserve  membership  takes 
only  16  hours  each  month  and  two  consecutive  weeks 
each  year. 


WE  ALSO  OFFER  SPECIAL  OPPORTUNITIES 
FOR  MEDICAL  STUDENTS 

For  more  information,  complete  and  mail  the 
coupon  below  or  call  today. 

ARMY  RESERVE  MEDICINE 
1528  CENTRAL  STREET 
KANSAS  CITY,  MO  64108 


I would  like  more  information  on  physician  opportunities. 

NAME TELEPHONE 

STREET  

CITY STATE ZIP 


YOU  CAN  SERVE  YOUR  COUNTRY  WHILE  BUILDING  YOUR  FUTURE. 


ARMY  RESERVE  MEDICINE 

COLLECT:  (816)  421-6079 


xii 


Oklahoma  State  Medical  Association 


First  Qass 
First  Aiid 


• Broad-spectrum  antibacterial  jf;  • Handy  applicator  tip 


DESCRIPTION:  Each  gram  contains  Aerospofii*  (Polymyxin  B Sulfate)  SjOOO  units, 
bacitracin  zinc  400  units,  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base); 
special  white  petrolatum  qs;  In  tubes  of  1 oz  ana  % oz  and  V32  oz  (approx.)  foil  packets, 
INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated),  (or 
topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in:  • infected 
burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary  pyodermas  (impetigo, 
ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily  infected  dermatoses  (eczema,  herpes, 
and  seborrheic  dermatitis)  • traumatic  lesions,  inflamed  or  suppurating  as  a result  of 
bacterial  infection.  Prophvlactically.  the  ointment  may  be  used  to  prevent  bacterial  contami- 
nation in  burns,  skin  grafts,  incisions,  and  other  clean  lesions  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 
permit  wound  healing 

CDNTRAINDICATIONS;  Not  for  use  in  the  eyes  or  in  the  external  ear  canal 
if  the  eardrum  is  perforated  This  product  is  contraindicated  in  those  individuals 
who  have  shown  hypersensitivity  to  any  of  its  components. 

WARNING:  Because  of  fhe  potential  hazard  of  nephrotoxicity  and  ototoxicity  due 
to  neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive  ^ 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of  neo-  vwk«. 


/ Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
/ North  Carolina  27709 


mycin  is  possible.  In  burns  where  more  than  20  perceut  of  the  body  surface  is  affected, 
especially  if  the  patient  has  impaired  reni  (unction  or  is  receiving  other  aminoglycoside 
antibiotics  concurrently,  not  more  than  one  application  a day  is  recommended 
When  using  neomycin-containing  products  to  control  sjeoondary  infection  in  the  chronic 
<lermatoses.  it  should  be  borne  in  mind  that  the  skin  is  more  liable  to  become  sensitized  to 
many  substances,  including  neomycin.  The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry  scaling  and  itching;  it  may  be  manifest  simply 
as  a failure  to  heal.  During  long-term  use  of  neomycin-containing  products,  periodic  exami- 
naliM  for  such  signs  is  advisable  and  the  patient  should  be  tokfto  discontinue  the  product 
it  th^  are  observed.  These  symptoms  regress  quickly  on  wiihdrawlng  the  medication. 
Neon^n-containing  applications  should  be  avoided  for  that  patient  thereafter. 
PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures 
simld  be  taken  if  this  occurs. 

ADVERSE  REACTIONS;  Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Arbcles 
in  Ote  current  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported  (see  Warning  section). 
Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


compare  the  analgesic  effect 

A Motrin  400  mg  dose  relieved  postsurgical  dental  pain  as  effectively  as  a combination 
of  650  mg  aspirin  and  60  mg  codeine  (twoaspirin-with'Codeine  No.  3 tablets)  in  a study  of  129  patients. 

In  this  double-blind,  placebo-controlled,  randomized  study,  no  statistically  significant  difference 
in  relief  of  pain  was  noted  at  1, 2,  and  4 hours  between  the  Motrin  and  aspirin-with-codeine  groups . . . 
with  Motrin  being  significantly  more  effective  (p  = 0.03)  at  the  three-hour  interval. 

Active  treatment  was  significantly  more  effective  (p  < 0.0001 ) than  placebo  at  all  time  intervals. 


Comparison  of  pain  relief 

Motrin  vs  aspirin-codeine  combination 

4 = Excellent  relief  3 = Gocxi  relief  2 = Fair  relief  1=  Poor  relief  0 = No  relief 


c 1^1  Motrin  400  mg 

Aspirin  650  mg  plus  codeine  60  mg 
</^  mm  Placebo 


Time  after  drug  administration  (hours)  Data  on  file  at  The  Upjohn  Company. 


One  tablet  q4-6h  prn 
For  relief  of  mild  to  moderate  pain: 

Motrin 400 mg 

ibuDofen,  Up  ohn 


• Not  a narcotic  • Not  addictive  ‘Not  habit  forming  • Nonscheduled 
•Acts  peripherally  • Relieves  pain  rapidly  • Relieves  inflammation  • Indicated 
in  acute  and  chronic  pain  • Well  tolerated  (The  most  common  side  effect 
with  Motrin  is  mild  gastrointestinal  disturbance.) 

Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


Motrin  (Ibuproten) 

now  proved  an 
effective  analgesic  for 
mild  to  moderate  pain 


Motrin"  Tablets  (ibuproten,  Upjohn) 

Indications  and  Usage:  Relief  of  mild  to  moderate  pain 
Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis  and  osteoarthritis  during 
acute  flares  and  in  long-term  management  Safety  and  efficacy  have  not  been  estab- 
lished in  Functional  Class  IV  rheumatoid  arthritis. 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS) 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS), 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported  Ulceration,  perforation,  and  bleeding  may  end  fatally  An  association  has  not 
been  established  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried  It  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  tor  signs  of  ulcer  perforation  or  gastrointestinal  bleeding 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields 

Fluid  retention  and  edema  have  been  associated  with  Motrin:  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time  Use  with  caution  in 
persons  with  intrinsic  coagulation  detects  and  those  on  anticoagulant  therapy 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gam,  or  edema 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added 
Drug  interactions.  Aspmn  Used  concomitantly  may  decrease  Motrin  blood  levels 
Coumann  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin 
Pregnancy  and  nursing  mothers;  Motrin  should  not  be  taken  during  pregnancy  nor  by 
nursing  mothers 
Adverse  Reactions 
Incidence  greater  than  t% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%)  This  includes  nausea,*  epigastric  pain*  heartburn* 
diarrhea.abdominaldistress.nauseaand  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence)  Central  Nervous  System: 
Dizziness*  headache,  nervousness  Dermatologic:  Rash*  (including  maculopapular 
type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite,  edema,  fluid 
retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS) 

^Incidence  3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena 
Central  Nervous  System;  Depression,  insomnia  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure  Special  Senses: 
Amblyopia  (see  PRECAUTIONS)  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit 

Causa!  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia  Cardiovascular:  Arrhythmias  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia 

Overdosaqe:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied  The  drug 
IS  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial 
Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis,  including 
flares  of  chronic  disease:  Suggested  dosage  is  300. 400.  or  600  mg  t i d or  q.i  d 
Mild  to  moderate  pain:  400  mg  every  4 to  6 hours  as  necessary  for  relief  of  pain 
Do  not  exceed  2400  mg  per  day. 

Caution:  Federal  law  prohibits  dispensing  without  prescription 

For  additional  product  information,  see  your  Upjohn  representative  or  consult  the 

package  insert 


Upjohn 


THEUPJu  U 

Kalamazoo  ■ mTOI  USA 


MED  B-4-S 


r 's  a myth  that  arthritis  is  just 
the  minor  aches  and  pains  of 
old  age.  It’s  a major  crippler 
that  attacks.  Anybody,  Anytime. 

31  million  Americans  have  it.  There 
are  almost  a million  new  cases  a year. 
And  six  out  of  ten  are  under  60. 
Symptoms  can  come  and  go  for 
years.  So  if  you  don’t  know  the 
warning  signals,  find  out.  If  you’d  like 
information  that  could  help  you  — or 
you’d  like  to  help  us 
write  to  the  Arthritis 
Foundation,  Box 
19000,  Atlanta, 

GA  30326. 


A 

/\RTHRJTIS 

FOUNDATION 


J-8260-4 


MARCH  1981 


lew , , 

QKospital 


We  believe  private  psychiatric  treat- 
ment is  a vital  option  which  should  al- 
ways be  available  to  physicians  and 
their  patients.  Since  1939,  we  have  been 
dedicated  to  bringing  life's  potential 
within  the  grasp  of  our  patients. 

Through  our  adolescent  treatment 
program,  we  are  meeting  the  mental 
health  needs  of  a growing  group  of 
psychiatric  patients.  Willow  View  Hos- 
pital has  also  expanded  its  alcohol  re- 
habilitation program. 

The  administration  and  staff  invite 
you  to  become  better  acquainted  with 
the  services  we  offer  at  Willow  View. 


MEDICAL  STAFF 


ACTIVE 

Nolen  L.  Armstrong.  MD 
Harold  J.  Binder,  MD 
A.  A.  Hellams,  MD 
Wolfgang  Huber,  MD 
Joseph  B.  Ruffin,  MD 


Joe  G.  Savage,  MD 
Harold  G.  Sleeper,  MD 
Carl  R,  Smith,  MD 
Shreekumar  Vinekar,  MD 

ASSOCIATE 
Gloria  B.  Green,  MD 


Dolores  R.  Wiggins,  Hospital  Administrator 
Harold  G.  Sleeper,  MD,  Medical  Director 
Nolen  L.  Armstrong,  MD,  Chief  of  Staff 


2601  Spencer  Road 

P.O.  Box  11137  • Oklahoma  City,  Oklahoma  731 36  • Phone  405  427-2441 
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Arthritis,  Rheumatism  and  Related  Diseases 


Lyman  C.  Veazey,  MD  Winfred  L.  Medcalf,  MD 

Lloyd  G.  McArthur,  PhD,  MD  Robert  C.  Troop,  PhD,  MD 

Edward  E.  Velayos,  MD,  FACP 


207  C Street  NW 


Ardmore,  Ok.  73401 

Phone  (405)  223-5180 


THE  CHICKASHA  CLINIC 
AND 

TIMBER  CREEK  BRANCH 

FAMILY  PRACTICE 
J,  W McDoniel,  MD 
J O Wood.  Jr . MD 
Don  R Hess,  MD 
Tim  Bonn,  MD 


INTERNAL  MEDICINE 
W S.  Harrison.  MD 
D L Stenr.  MD 
R S Davis.  MD 

GASTROENTEROLOGY 
C K Su.  MD 

CARDIOLOGY 
J T Bledsoe.  MD 

OBSTETRICS  AND  GYNECOLOGY 

Nancy  W Dever.  MD 
Alan  J Weedn.  MD 

PEDIATRICS 
R.  E Herndon,  MD 
E R.  Orr.  MD 
J E Freed  MD 
M P Escobar,  MD 


GENERAL  SURGERY  AND 
INDUSTRIAL  MEDICINE 

C.  R.  Gibson.  MD 


GENERAL  AND  VASCULAR  SURGERY 
Linda  M Johnson.  MD 
R D Redman.  MD 


THORACIC 

AND  VASCULAR  SURGERY 
Paul  B Loh.  MD 

PHYSICAL  MEDICINE  AND 
REHABILITATION 
Kumud  Vaidya.  MD 

OPHTHALMOLOGY 
John  D Fisher,  MD 


UROLOGY 
K T.  Varma.  MD 

ORTHOPEDIC  SURGERY 
W T Morris.  MD 
Keith  W Riggins.  MD 

RADIOLOGY  (Consulting) 
Don  Delzer.  MD 
J.  H.  Gardner.  MD 
J E Milton,  MD 

PHYSICIANS  ASSISTANTS 
W M OhI.  PA 
H L Watkins.  PA 
G O Smith,  PA 
Myra  Campbell,  PA 

ADMINISTRATION 
James  W Loy 


Accredited  A.A.H.C.,  Inc. 


MAIN  CLINIC 

2222  IOWA,  CHICKASHA,  OK  224-4853 


TIMBER  CREEK  BRANCH 

ROUTE  3,  BOX  124M,  TUTTLE,  OK  73089 
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Oklahoma  State  Medical  Association 


GLfl//-na/on  cunic 


PEDIATRICS 

GEORGE  R.  KRIETMEYER,  MD,  Inc. 
HUGH  C.  GRAHAM,  JR.,  MD 
JOEL  K,  GIST,  MD 
PATRICK  J.  DALEY,  MD 

RADIOLOGY 

WILLIAM  K.  HICKS,  MD 


GENERAL  SURGERY 

ROBERT  G.  PERRYMAN,  MD,  Inc. 
FRANKLIN  S.  NELSON,  MD 


INDUSTRIAL  MEDICINE  & 
INDUSTRIAL  SURGERY 

SELWYN  A.  WILLIS,  MD,  Inc. 
WILLIAM  G.  MAYS,  MD,  Inc. 

W.  F.  PHELPS,  MD 

RALPH  L.  NICHOLSON,  MD,  Inc. 

RICHARD  E.  WITT,  MD 

WAYNE  KELLY,  MD 

JAMES  L.  BACON,  MD 

GLEN  L.  BERKENBILE,  MD 


INTERNAL  MEDICINE  & 
EXECUTIVE  PHYSICALS 

ROBERT  T.  CRONK,  MD,  INC. 
WILLIAM  F.  EWING,  MD,  INC. 
BOYD  O.  WHITLOCK,  MD 
RICHARD  H.  REID,  MD 
R.  A.  SEARCY,  MD 
PHILIP  W.  PERRYMAN,  JR.,  MD 

ADMINISTRATION 

JOSEPH  W.  RHINE 
F,  R.  (Rod)  GILES 


1923  East  21st  Street  Box  5221 8 •TULSA,  OKLAHOMA  74152  • PHONE  (918)  742-3341 


THE  McALESTER  CLINIC,  INC. 

1401  East  Van  buren  Avenue 

McAlester,  Oklahoma  74501 

(918)  426-0240 

Complete 

Clinic  Facilities 

INTERNAL  MEDICINE 

FAMILY  MEDICINE 

STEVEN  D.  ATWOOD,  MD 

JOHN  B.  COTTON,  MD 

CHARLES  K.  HOLLAND,  MD 

WILLIAM  E.  GUPTON,  MD 

R.  KERN  JACKSON,  MD 

FRANCIS  R.  LONERGAN,  MD 

KENNETH  P.  MILLER,  MD 
LEROY  M.  MILTON,  MD 

HOMER  C.  WHEELER,  MD 

DERMATOLOGY 

OBSTETRICS-GYNECOLOGY 

MATTHEW  J.  STILLER,  MD 

ROBERT  G.  CATES,  MD 
W.  RILEY  MURPHY,  JR.,  MD 

PEDIATRICS 

GARY  L.  ROSE,  MD 

DELTA  W.  BRIDGES,  JR„  MD 
THURMAN  SHULLER,  MD 

SURGERY 

OTOLARYNGOLOGY 

WILLIAM  G.  BLANCHARD,  MD,  FACS 
GEORGE  M.  BROWN,  JR.,  MD,  FACS 

SAMUEL  E.  DAKIL,  MD 

RADIOLOGY 

ADMINISTRATION 

BRUCE  H.  BROWN,  MD 

PAUL  B.  BISHOP 

I 
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MEDICAL  ARTS  CLINIC  OF  ARDMORE,  INC. 

921  Fourteenth  Avenue  Northwest 
Ardmore,  Oklahoma  73401 

General  Surgery 
THORNTON  KELL,  MD,  FACS 
*TOM  SPARKS,  MD,  FACS 

General  and  Vascular  Surgery 
^WILFRED  S.  GAUTHIER,  MD,  FACS 

Internal  Medicine 

J.  HOBSON  VEAZEY,  MD 
^CLIFFORD  LORENTZEN,  MD,  FACP 
=^DAVID  D.  ROSE,  MD 
*JOE  R.  HAMILL.  MD 
*KEVIN  H.  REED,  MD 

Radiology  (Consultants) 
MICHAEL  W.  BROWN,  MD 
*JAMES  A.  CHAPMAN,  MD 

Pediatrics 

^DEBORAH  N.  BAIRD,  MD 
GWEN  C.  PUENTES,  MD 

Pathology  (Consultant) 
*CARL  A.  SCHWEERS,  MD 

Administrator 
ROGER  H.  HUGHES 

Phone:  A/C  405-223-5311 

^Specialty  Board  Diplomate 

750  Northeast  13th  Street 
Near  the  Oklahoma  Health  Center 
(2  Blocks  East  of  Lincoln  Blvd.) 
Oklahoma  City,  Oklahoma 


Specializing  in  the  diagnosis 
and  treatment  of  allergic  diseases 
in  adults  and  children. 


George  S.  Bozalis,  MD| 
Vernon  D.  Cushing,  MDt* 
George  L.  Winn,  MDt 
Robert  S.  Ellis,  MDt* 
Lyle  W.  Burroughs,  MDt° 


Charles  D.  Haunschild,  MDt° 
James  H.  Wells,  MDf 
John  R.  Bozalis,  MDt* 
James  D.  Lakin,  Ph.D.,  MDt* 
John  S.  Irons,  MDt° 


I Consultant 

t Diplomate  American  Board  of  Allergy  and  Immunology 
’ Diplomate  American  Board  of  Internal  Medicine 
° Diplomate  American  Board  of  Pediatrics 


Post  Office  Box  26827 
Oklahoma  City,  Oklahoma  73126 
Telephone  (405)  271-3232 
Dwight  Mitchell.  Jr..  Administrator 

By  appointment  8 a.m.  to  5 p.m.  (Wednesday  and  Saturday  8 a.m.  to  12  noon) 
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Oklahoma  State  Medical  Association 


OKLAHOMA  CITY  CLINIC 

Multiple  Specialty  Clinic 

701  Northeast  10th  Street  Oklahoma  City,  Oklahoma  Telephone — 271-2700 


INTERNAL  MEDICINE 

INFECTIOUS  DISEASES 

W.  W.  Rucks,  Jr..  MD 

Daniel  J Sexton.  MD 

William  S.  Pugsley,  MO 
Donald  G.  Preuss.  MD 
Earl  S.  Elliott,  Jr . MD 

HEMATOLOGY-ONCOLOGY 

CARDIOLOGY 

Ralph  G.  Ganick.  MD 

Charles  W.  Cathey,  MD 
Charles  W.  Robihsoh,  Jr . MD 
Alexander  Poston.  MD 

D R.C'iard  is  imaei.  MD 

GENERAL  SURGERY 

Thomas  R.  Russell.  MD 
Paul  C.  Houk.  MD 

Frank  G.  Gatchell.  MD 

Stanley  G.  Rockson,  MD 

Stephen  G.  ReMine,  MD 

ENDOCRINOLOGY 

James  L.  Males.  MD 
Ronald  P.  Painton.  MD 

OBSTETRICS  AND  GYNECOLOGY 

John  W.  Records.  MD 

GASTROENTEROLOGY 

Schales  L.  Atkinson.  MD 
Roger  D Quinn,  MD 

Malcolm  G.  Robinson,  MD 

Thomas  R.  Bryant,  MD 

David  A-  Neumann.  MD 

Ronald  E.  Hemplmg,  MD 

Gretchen  A.  McCoy,  MD 

PULMONARY  DISEASE 

William  W.  Cook.  MD 

ORTHOPEDIC  SURGERY 

Edwin  R.  Maier,  MD 

Mark  Steven  Fixley,  MD 

J.  Patnck  Livingston,  MD 

OTOLARYNGOLOGY 

RADIOLOGY 

Charles  J.  Wine,  MD 

Edmond  H.  Kalmon,  Jr..  MD 

Joseph  E Leonard.  MD 

Melvin  C.  Hicks.  MD 

Willard  B.  Moran,  Jr..  MD 

J Kent  Chesnut,  MD 
Alan  M.  Eftron.  MD 

PEDIATRICS 

Howard  G.  Daniel.  MD 

James  E.  Mays.  Jr..  MD 
Hal  B.  Vorse.  MD 

Robyn  L.  Birdwell,  MD 

William  J.  Kruse.  MD 
Gary  D.  McGann,  MD 

UROLOGY 

Mickey  E.  Crittenden,  MD 

Donald  D Albers,  MD 

Don  L.  Wilber.  MD 

William  F.  Barnes.  MD 

RHEUMATOLOGY 
William  T,  Tatum.  Jr..  MD 

DERMATOLOGY 

William  J.  Sahl.  Jr.,  MD 

CLINICAL  PSYCHOLOGY 

Lucien  D.  Rose.  PhD 

AMBULATORY  CARE 

Leslie  A.  Arneson,  MD 

CARDIOVASCULAR- 
THORACIC  SURGERY 

Kent  C.  Hensley,  MD 

Edward  R.  Munnell,  MD 
R.  Nathan  Grantham.  MD 

EXECUTIVE  DIRECTOR 

Paul  J.  Kanaly,  MD 

A.  Wayne  Coventon 

Orthopedic  & Arthritis  Center 

McBRIDE  CLINIC,  Inc. 

1111  North  Dewey  / Oklahoma  City,  Oklahoma  / 232-0341 


DEPARTMENT  OF  ORTHOPEDICS 
*Marvin  K.  Margo,  MD,  FACS 
*James  P.  Bell,  MD,  FACS 
■^Stephen  Tkach,  MD,  FACS 
^Joseph  F.  Messenbaugh  III,  MD,  FACS 
*J.  Patrick  Evans,  MD,  FACS 
*Edwin  E.  Rice,  MD,  FACS 
* Warren  G.  Low,  MD 
^Thomas  C.  Howard,  III,  MD 


DEPARTMENT  OF  ARTHRITIS 
John  A.  Blaschke,  MD 
Mary  L.  Duffy  Honick,  MD 
^Richard  J.  Hess,  MD,  FACP 
’^Jon  W.  Blaschke,  MD 
*R.  Eugene  Arthur,  MD 


DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 
Robert  R.  Dugan,  MD 
James  S.  Petty,  MD 


^Specialty  Board  Diplomate 


MANAGEMENT  SERVICES 
James  A.  Hyde,  Administrator 
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Shawnee  Medical  Center  Clinic 

, Inc. 

2801  N.  SARATOGA 

P.O.  BOX  849  / SHAWNEE,  OKLAHOMA  74801  Phone:  405-273-5801 

ALLERGY 

INDUSTRIAL  MEDICINE 

OBSTETRICS,  GYNECOLOGY 

PEDIATRICS 

A.  M.  Bell,  MD* 

A.  M.  Bell,  MD 

Paul  B.  Edmonds,  MD* 

A.  M.  Bell.  MD* 

Jake  Jones,  Jr.,  MD 

Richard  E.  Jones,  MD* 

Jake  Jones,  Jr.,  MD* 

R.  K.  Mohan,  MD 

Robert  S.  McCrea,  MD* 

R.  K.  Mohan,  MD* 

anesthesiology  consultants 

Ellis  Brown,  MD* 
Michael  Daughety,  MET' 

INTERNAL  MEDICINE 

Merle  L.  Davis,  MD 
Larry  D.  Fetzer,  MD 
Eldon  V.  Gibson,  MD* 

ORTHOPEDIC  SURGERY 

RADIOLOGY  CONSULTANTS 

dermatology 

T.  A.  Balan,  MD,  FAAOS* 

R.  M.  Kamath,  MD,  MS*  (Ortho) 

William  Phillips,  MD* 
Robert  G.  Wilson,  MD* 

Bert  C.  Frichot,  III.  MD* 

OTORHINOLARYNGOLOGY 

Cranfill  K.  Wisdom,  MD* 

John  R.  Hayes,  MD 
D.  A.  Mace,  MD 

FAMILY  PRACTICE 

S.  Rishi,  MD* 

UROLOGY 

K.  T.  Mosley,  Jr.,  MD 

N.  M.  Kotecha,  MD* 

GENERAL  SURGERY 

NEONATOLOGY 

PATHOLOGY  CONSULTANT 

ADMINISTRATOR 

Frank  H.  Howard,  MD* 
Jerold  D.  Kethley,  MD 

R.  K.  Mohan,  MD 

David  L.  McBride,  MD* 

W.  J.  Bimey 

Jeffrey  L.  Wallace.  MD* 

* Board  Certified 

THORACIC  and  CARDIOVASCULAR  SURGERY 

A Professional  Corporation 

3400  N.W.  Expressway 
Oklahoma  City,  Oklahoma  73112 

Cardiac,  Thoracic,  Peripheral 
Vascular,  Endoscopy 

Allen  E.  Greer,  MD  William  D.  Hawley,  MD 

John  M.  Carey,  MD  James  M.  Hartsuck,  MD 

Nazih  Zuhdi,  MD  R.  Darryl  Fisher,  MD 


Certified  American  Board  of  Surgery 
Certified  American  Board  of  Thoracic  Surgery 

Telephone  405  - 946-5641 
Toll  Free  800  - 522-6525 
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Oklahoma  State  Medical  Association 


GENERAL  AND  CARDIOVASCULAR  NUCLEAR  MEDICINE 

DEVAKI  GANESAN,  MD 

1211  North  Shartel,  Suite  304,  Oklahoma  City,  Oklahoma  73103 

Office:  236-8644 

Exchange:  523-1685 

Thyroid  Uptake  and  Imaging 

Brain  Flow  and  Imaging 

Salivary  Gland  Imaging 

Cisternography  and  Shunt  Patency  Studies 

Liver  Function  w/Rose  Bengal  etc. 

Renal  Flow,  Function  and  Imaging 

Liver  and  Spleen  Imaging 

Gallium  Scanning,  for  Tumor  and  Infection 

Bowel  Imaging 

Rest  and  Exer.  Nuclear  Ventriculography 

Gastric  Emptying 

Thallium  Myocardial,  rest  and  exercise 

Gastroesophageal  Reflux 

imaging 

Pulmonary  Perfusion  Imaging 

Intracardiac  Shunt  Quantification 

PLASTIC  & RECONSTRUCTIVE  SURGERY  CLINIC,  INC. 

Edward  A.  Shadid,  MD,  FACS 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 

1117  N.  Shartel  405  232-7592  Oklahoma  City,  Oklahoma  731 03 

Board  Certified  in  Plastic  Surgery 


KAUTILYA  MEHTA,  MD 

VASCULAR  SURGEON 

2824  Parklawn  Drive,  Suite  2 Midwest  City,  Oklahoma  73110 

Phone  405  733-2231 


OKLAHOMA  HANDc=r-\\l|-i 
SURGERY  CENTER,  INObg  | 

Carlos  A.  Garcia-Moral,  MD,  FACS 
405/232-3210 

711  Stanton  L Young  Boulevard,  Suite  510  Oklahoma  City,  Ok  73104 
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OKLAHOMA  PLASTIC  & RECONSTRUCTIVE  SURGEONS,  INC. 

W.  Edward  Dalton,  MD,  FACS  Paul  Silverstein,  MD,  FACS  J.  Michael  Kelly,  MD,  FACS 
Plastic,  Reconstructive  & Cosmetic  Surgery;  Surgery  of  the  Hand  & Congenital  Deformities; 
Oncologic  Surgery  of  the  Head  and  Neck,  Burn  Surgery 

3400  NW  Expressway,  Oklahoma  City,  Okla.  73112 
(405)  946-0731 

Board  Certified  in  Plastic  Surgery 
Board  Certified  in  General  Surgery 


TIMBERLAWN 

PSYCHIATRIC  HOSPITAL 
214/381-7181 /P.O.  Box  11288/Dallas,  Texas  75223 


Psychiatric  Hospital  • Day  Hospital 
Department  of  Outpatient  Psychiatry 
Department  of  Child  and  Adolescent  Psychiatry 
Family  Assessment  Center  • Headache  Clinic 
Psychiatric  Residency  Program 
Established  in  1917 


PSYCHUTRIST-INCHIEF 
Jerry  M.  Lewis.  M.D. 

MEDICAL  DIRECTOR 
Doyle  I.  Carson.  M.D. 

DIRECTOR  OF  PROFESSIONAL  EDUCATION 
Keith  H.  Johansen.  M.D. 

MEDICAL  STAFF 
Howard  M.  Burkett.  M.D. 

James  K.  Peden.  M.D. 

Charles  G.  Markward.  M.D. 

Byron  L.  Howard.  M.D. 

Roy  H.  Fanoni.  M.D. 

Carol  A.  Lewis.  M.D. 

Mark  P.  Unterberg.  M.D. 

John  G.  Looney.  M.D. 

Kathleen  B.  Erdman.  M.D. 

Don  C.  Payne.  M.D. 

Mark  J.  Blotcky.  M.D. 

Anne  Anderson.  M.D. 

Paul  M.  Hamilton.  M.D. 

William  W.  Estabrook.  III.  M.D. 

L.  Dwight  Holden.  M.D. 

James  K.  Witschy.  M.D. 

SENIOR  CONSLXTANT 
Perry  C.  Talkington.  M.D. 

CLINICAL  PSYCHOLOGY 
Dale  R.  Turner.  Ph.D. 

John  T.  Gossett.  Ph.D. 

Robert  W.  Hagebak.  Ph  D. 

Daniel  L.  Logan.  Ph.D. 

Thomas  Dimperio.  Ph.D. 

SOCUL  WORK  DEPARTMENT 
Robert  P.  Stewart.  M.S.SiW. 

Peggy  B.  Nash.  M.S.W. 

Cecilia  C.  Garton.  M.S.S.W. 

Sally  Maxson.  M.S.S.W. 

Keith  D.  Grace.  M.S.W. 

Dan  Bruce.  M.S.W. 

Marcelo  Matamoros.  M.S.S.W. 
OCaPATIONAL  THERAPY 
Geraldine  Skinner.  O.T.R. 

Director 

RECREATIONAL  THERAPY 
Edward  R.  Supina.  M.T.R.S. 

Director 

DIRECTOR  OF  NTRSES 
Mae  Belle  James.  R.N. 

ADMDilSTRATOR 


Ralph  M.  Barnette.  Jr. 


EMERGENCY  MEDICINE 

Director  and  staff  physician  sought  for  low-to- mode  rate 

76TH  Annual  Meeting  of  the 

volume  emergency  department  less  than  one  hour  north 
of  Tulsa.  No  weekends  or  holidays.  Twenty-four  hour 

OKLAHOMA  STATE  MEDICAL 

shifts  available  if  desired.  New  ED  has  ten  fully- 
equipped  examining  rooms.  Excellent  income;  paid  mal- 
practice insurance;  flexible  scheduling  provided. 

ASSOCIATION 

For  complete  details  call  or  write 

MAY  5-8,  1982 

Deborah  LeBlanc, 

SKIRVIN  PLAZA  HOTEL 

845  E.  Arapaho  Road, 

Ste.  A-1,  Richardson,  TX  75081 

Oklahoma  City,  OK 

(214)  669-0606  (collect) 
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Oklahoma  State  Medical  Association 


Compared  to  ampidllin 


Faster  peak.  Fewer  problems. 

— in  adults  and  children 


Cyclapen®-W  (cyclacillin)  produces 
peak  serum  concentrations*  almost 
four  times  higher  and  over  one 
hour  earlier.^ 

Cyclapen®-W  is  just  as  effective  in 
otitis  media,  bronchitis,  pneumonia, 
urinary  tract  infections  and  infections 
of  skin  and  skin  structures'^ 

Cyclapen®-W  produces  a significantly 
lower  incidence  of  diarrhea  and 
skin  rash.^ 


CYGAPEN-W 

(cyclacillin)  Tablets/Suspension 


See  important  information  on 


Rapid  onset  of  action  with  fewer 
side  effects. 


•Rapidly  excreted  unchansed  in  urine. 
Clinical  efficacy  may  not  always 
correlate  with  blood  levels. 
tDue  to  susceptible  orsanisms. 

3.  Data  on  tile.  Wyeth  Laboratories. 
Copyrqht  © 1981,  Wyeth  Laboratories. 
All  rights  reserved. 


adjoining  page. 


Wyeth 

ld4 


Laboratories 

Philadelphia.  Pa  I9i0i 


'Rapidly  excreted  unchansed  in  urine. 
Clinical  efficacy  may  not  always 
correlate  with  blood  levels. 


‘Rapidly  excreted  unchansed  in  urine. 
Clinical  efficacy  may  not  always 
correlate  with  blood  levels. 
tOue  to  susceptible  orsanisms. 

1 . Ginsburs  CM,  McCracken  GH  Jr, 
Zweishaft  TC,  Clahsen  JC : Comparative 
'pharmacokinetics  of  cyclacillin  and 
amoxicillin  in  infants  and  children. 
Antimicrob  Ag  Chemofher 
19:1086-1088  (June)  1981. 

2.  Multicenter  trials.  Data  to  be 
published. 


Seet^ipbit^t  information  on  page 


Compared  to  amoxicillin 


Faster  peak.  Fewer  problems. 


...  in  infants  and  children 

Cyclapen'^-W  (cyclacillin)  produces 
twice  the  peak  serum  concentration* 
(15.6  mcs/ml  versus  7.3  meg /ml)  in 
half  the  time  (30  minutes  versus 
60  minutes).^ 

Cyclapen'  -W  is  just  as  effective  in 
otitis  media  and  streptococcal  ton- 
sillopharyngitis^.^ 

Cyclapen'^-W  produces  a significantly 
lower  incidence  of  the  most  common 
side  effect,  diarrhea.^ 

CYCIAPEN-W 

(cyclacillin)  Tablets/ Suspension 

Rapid  onset  of  action  with  fewer 


side  effects 


Cyclapen®-W  (cyclacillin) 


Indications 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  in  the  ampicil- 
lin  class  and  its  use  should  be  confined  to  these  indications:  Treat- 
ment of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta- 
hemolytic  streptococci 

Bronchitis  ond  pneumonia  caused  by  S.  pneumonjoe  (for- 
merly D.  pneumoniae) 

Otitis  media  caused  by  S.  pneumonioe  (formerly  D.  pneu- 
monioe)  and  H.  influenzae 

Acute  exocerbotion  of  chronic  bronchitis  coused  by  H. 
influenzae* 

'Though  clinicol  improvement  hos  been  shown,  bocteriologic 
cures  cannot  be  expected  in  all  patients  with  chronic  respira- 
tory disease  due  to  H . influenzae . 

SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  coused 
by  Group  A beto-hemolytic  streptococci  ond  staphylococci,  non- 
penicillinase  producers. 

URINARY  TRACT  INFECTIONS  coused  by  E.  coii  ond  P.  mirobi/is. 
(This  drug  should  not  be  used  in  any  E.  co/i  ond  P.  mirabilis 
infections  other  than  urinary  tract.) 

NOTE:  Perform  cultures  ond  susceptibility  tests  initially  ond  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria.  Theropy  may  be  instituted  prior  to  results  of 
sensitivity  testing. 

Contraindications  Contraindicated  in  individuols  with  history  of 
on  allergic  reaction  to  penicillins. 

Wornings  Cyclacillin  should  only  be  prescribed  for  the  in- 
dications listed  herein. 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ompicillin  class.  However,  clinical  trials  demonstrated  it  is 
efficacious  for  recommended  indicotions. 

Serious  and  occasional  fatal  hypersensitivity  (anaphylac- 
toid) reoctions  hove  been  reported  in  patients  on  penicil- 
lin. Although  anaphylaxis  is  more  rrequent  following 

f»orenterol  use,  it  has  occurred  in  patients  on  oral  penicil- 
ins.  These  reactions  are  more  apt  to  occur  in  individuals 
with  history  of  sensitivity  to  multiple  allergens.  There  are 
reports  of  patients  witn  history  of  penicillin  hypersen- 
sitivity reactions  who  experienced  severe  hypersensitivity 
reactions  when  treated  with  a cephalosporin.  Before  peni- 
cillin therapy,  carefully  inquire  about  previous  hypersen- 
sitivity reactions  to  penicillins,  cephalosporins  and  other 
allergens.  If  allergic  reaction  occurs,  discontinue  drug  and 
initiate  appropriate  therapy.  Serious  anaphylactoid  reac- 
tions require  immediate  emergency  treatment  with  epine- 
phrine. Oxygen,  I.V.  steroids,  airway  management, 
including  intubation,  should  also  be  odministered  as 
indicated. 

Precautions  Prolonged  use  of  ontibiotics  moy  promote  over- 
growth of  nonsusceptible  orgonisms.  If  superintection  occurs, 
take  oppropriote  measures. 

PREGNANCY:  Pregnoncy  Cotegory  B.  Reproduction  studies  per- 
formed in  mice  and  rots  at  doses  up  to  1()  times  the  human  dose 
reveoled  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin.  There  ore,  however,  no  adequate  ond  well-con- 
trolled studies  in  pregnant  women.  Because  animal  reproduction 
studies  ore  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed. 

NURSING  MOTHERS:  It  is  not  known  whether  this  drug  is  ex- 
creted in  human  milk.  Because  many  drugs  are,  exercise  coution 
when  cyclocillin  is  given  to  a nursing  woman. 

Adverse  Reactions  Oral  cyclacillin  is  generally  well  tolerated. 
As  with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 
porticulorly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergy,  osthmo,  hay  fever,  or 
urticaria.  Adverse  reactions  reported  with  cyclacillin:  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 In  50).  and  skin  rash  (in  approximately  1 in 
60).  Isolated  instances  of  headache,  dizziness,  abdominal  pain, 
vaginitis,  ond  urticaria  have  been  reported.  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  ond  ore 
reported  with  other  penicillins  ore  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenic,  neutropenia  ond  eosino- 
philia.  These  reactions  ore  usually  reversible  on  discontinuotion  of 
therapy. 

As  with  other  semisynthetic  penicillins,  SCOT  elevotions  hove 
been  reported. 

As  with  antibiotic  therapy  generally,  continue  treotment  ot  leost 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bac- 
terial eradication  is  evidenced.  In  Group  A beto-hemolytic 
streptococcol  infections,  ot  least  10  doys'  treotment  is  recom- 
mended to  guord  ogainst  risk  of  rheumatic  fever  or  alomerulone- 
phritis.  In  chronic  urinary  tract  infection,  frequent  bocteriologic 
and  clinical  appraisal  is  necessary  during  therapy  ond  possibly 
for  severol  months  after.  Persistent  infection  may  require  treot- 
ment for  several  weeks. 


Cyclacillin  is  not  indicated  in  children  under  2 months  of  age. 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  odministered 
to  potients  with  reduced  renal  function.  Due  to  prolonged  serum 
holf-life,  patients  with  various  degrees  of  renal  impoirment  m<y 
require  chonge  in  dosage  level  (see  DOSAGE  AND  ADMINIS- 
TRATION in  package  insert). 

Dosage  (Give  in  equally  spaced  doses) 

INFECTION  ADULTS  CHILDREN* 


Respiratory 

Tract 

Tonsillitis  & 
Pharyngitis 


Bronchitis  and 

Pneumonia 

Mild  or 

Moderote 

Infections 

Chronic 

Infections 


250  mg  q.i.d. 

250 mg  q.i.d. 
5(X)  mg  q.i.d. 


body  weight ''  20  kg 
(44  lbs)  125  mg  q.i.d. 
body  weight  20  kg 
(44  lbs)  250  mg  q.i.d. 


50  mg/kg/day  q.i.d. 


100  mg/kg/day  q.i.d. 


Otitis  Medio 

Skin  & Skin 
Structures 


250  m^  to  500  mg  50  to  100  mg/kg/day 
q.i.d.' 

250  mg  to  500  mg  50  to  100  mg/kg/doyT 

q.i.d.- 


Urinory  Tract  500  mg  q.i.d.  100  mg/kg/doy 

*Dosoge  should  not  result  in  a dose  higher  than  that  for  adults, 
■^depending  on  severity 

How  Supplied  Tablets  250  mg  and  500  mg  in  bottles  of  100. 
Oral  Suspension  125  mg  and  250  mg  per  5 ml  in  bottles  to  moke 
100  ml  and  200  ml  of  Suspension. 


Wyeth  Laboratories 

lii  PhiiaoeiDtita  Pa  19101 


When 
we  help 
establish 
your 
practice, 
your 
primary 
cares  will 
be  solved. 


To  establish  a Primary  Care  practice,  your 
first  need  is  to  solve  your  primary  cares. 

That's  where  we  come  in. 

we  can  offer  you  a choice  of  over  60  well 
equipped  acute  care  hospitals  coast  to  coast, 
we  can  offer  you  selected  financial 
assistance.  We  can  offer  you  management 
consulting. 

So  whether  you're  interested  in  a solo, 
partnership,  or  group  practice,  contact  NME 
today. 

we  ll  help  establish  your  practice. 

And  solve  your  primary  cares. 


For  further  information,  contact: 

Raymond  c.  Pruitt,  Director,  Physician  Relations 

National  Medical  Enterprises 

11620  Wlishire  Blvd.,  Los  Angeles,  California  90025. 

Call  Toll-Free  800-421-7470 

or  collect  (213)  479-5526. 


nRTionHb  rnemcRb 
enTBRPRises,  me. 


"The  Total  Health  Care  company. " 

An  Equal  Opportunity  Employer  M/F 


OKC  405-495-0601  TULSA  918-587-8994  SHAWNEE  405-275-8020 

CLEVELAND  918-358-3559  LAWTON  405-355-6101 

CUSHING  918-225-5563  - m |_J  II  i|  r-  EL  RENO  405-262-1021 

home 

A Non-profit  ^ * Ai 

MEDICARE  APPROVED  HOME  HEALTH  AGENCY  ^ 

WHAT  IS  HOME  HEALTH  CARE? 

Home  health  care  is  a unique  part  of  the  community  total  health  delivery  system.  The  role  of  home  health 
care  is  to  make  available  to  each  physician  services  that  will  enhance  the  recovery  process  of  his  patients.  The 
physician  may  choose  to  utilize  home  health  care  for  his  homebound  patients  who  need: 

1.  SKILLED  NURSING  CARE  — to  apply  and  reinforce  his  treatment  regime  i.e.  special  diets,  irtjections, 
diabetes  care  and  instructions,  catheter  care,  colostomy  care,  and  other  needs  after  a hospital  stay  or  an 
illness  in  the  home.  — Or,  for  frequent  monitoring  and  reporting  of  patients  condition  to  their  physician. 

2.  HOME  HEALTH  AIDE  — to  carry  out  personal  hygiene  needs  of  his  patients. 

3.  PHYSICAL  THERAPY  — to  evaluate  and  carry  out  an  exercise  regime  or  other  therapeutic  treatment. 

4.  OCCUPATIONAL  THERAPY 

5.  SPEECH  THERAPY 

6.  MEDICAL  SOCIAL  WORKER 

7.  A NURSE  ON  CALL  24-HOURS  a day  for  problem  situations. 

8.  REFERRAL  SERVICES 

9.  HOSPITAL  PATIENT  EVALUATION 

10.  SUPPLIES  & EQUIPMENT  (approved  by  medicare  while  patient  is  on  our  service. 

Medicare  allows  100^  coverage  for  these  services  to  those  who  qualify. 

OHH  is  presently  serving  over  30  counties  in  Oklahoma. 

FOR  MORE  INFORMATION  AND  ASSISTANCE  PLEASE  CALL 

OKLAHOMA  HOME  HEALTH,  INC. 


A full  range  of 
treatment .... 

As  an  Air  Force  Physician,  you  may 
practice  your  specialty  in  modern,  well- 
equipped  facilities  with  a complete  support 
staff. 

In  addition  to  the  wide  spectrum  of  clinical 
experience  you'll  gain,  you'll  have  adminis- 
trative support  to  alleviate  most  of  the 
clerical  workload.  The  type  of  medicine  you 
will  practice  is  based  on  the  needs  of  your 
patients,  regardless  of  their  financial  status. 

For  yourself  and  your  family.  Air  Force 
medicine  will  provide  reasonable  working 
hours,  excellent  pay,  30  days  of  paid  vacation 
each  year,  and  many  other  benefits. 

Consider  the  Air  Force  Medical  Corps  — a 
reasonable  alternative  for  today's  physicians. 

For  complete  information  contact: 

M-SGT  Howard  McDermott 
Call  Collect  (405)  231-5247 
711  Stanton  L.  Young  Blvd.,  Suite  111 
Oklahoma  City,  OK  73104 

Air  Force.  A great  way  of  life. 


PLEASE  JOIN 


Send  your  check  for  $50,  $100,  or 
$200  to  OMPAC: 

Oklahoma  Medical 
Political  Action  Committee 

P.O.  Box  54520, 

Oklahoma  City,  OK  73154 
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For  your  patients’  benefit... 


I 


BEFORE  YOU  WRITE 
OUR  NEXT  ANTIARTHRITIC 
PRESCRIPTION, 
PLEASE  READ 
THIS  MESSAGE 


Boots  announces  a pharmaceutical  first 


TWO  WAYS  YOUF 
WILL  SAVE  MONEY  WUF 


Introducing  ' 


RUFEN*(ibupix)fen) 


$150  REBATE 
DIRECTTOYOUR 


AND  RUFEN  IS 
PRICED  IDWER 


PATIENTS  ON  EVERY  TO  BEGIN  WITH. 


PRESCRIPTION  OF  100. 
RERLIS  INCLUDED. 

One  dollar  fifty  cents 
returned  for  every  Rebate 
Coupon  your  patients  mail  in. 

Every  oottle  of  100  tablets  of 
RUFEN  400  mg  has  a Rebate 
Coupon  attached,  with  full 
instructions  for  redemption. 

It  has  already  been  de- 
termined, through  public 
opinion  research,  that  most 
arthritic  patients  will 
appreciate 
direct  rebate 
savings  as 
much  as  they 
appreciate  the 
results  of  ibu profen 
therapy. 


Boots  has  already  priced 
RUFEN  lower  to  the  whole- 
saler and  the  retailer.  And  if 
these  savings  are  passed 
along,  as  they  should  be, 
your  patient  will  receive  the 
benefit  of  this  lower  price. 
Add  these  savings  to  the  re- 
bate, and  your  patients  re- 
ceive substantial  relief  from 
the  costs  of  a medication 
many  of  them  may  take 
for  years. 


RUFEN  IS 
NOT  A GENERIC 
BOOTS  IBUPROFE^ 
IS  THE  ORIGINAL. 

And  if  you  wish,  RUFEN 
may  be  substituted  for 
Motrin®,  because  it  is  bio- 
equivalent.* 

Original  research  by  The 
Boots  Company  Ltd.,  of 
Nottingham,  England, 
developed  ibu  profen. 

And  though  we  intro- 
duced it  ourselves  else- 
where around  the  world,  v 
licensed  ibuprofen  for 
sale  in  the  United  States. 


Motrin*  (ibuproten)  is  a registered  trademark  of  The  Upjohn 


IRTHRITIC  PATIENTS 
5UPROFEN  THERAPY. 


You  first  came  to  know 
as  Motrin  (ibuprofen), 
lanufactured  by  Upjohn. 
Now,  as  we  have  estab- 
shed  facilities  in  America, 
/e  hope  you'll  come  to 
now  Boots  brand  name 
)r  ibuprofen  as  RUFEN. 

UOEQUIVALENCY? 
)F  COURSE.* 

hat's  why  you  may  substi- 
jte  RUFEN  for  Motrin. 


ata  on  file. 

xitributions  made  to:  International  League  Against  Rheumatism. 


ALSO:  A BOOTS 
COINTRIBUnON  TO 
ARIHRmS  RESEARCH 
WITH  EVERY  REBATE! 

A 25^  contribution  per 
rebate  is  built  directly 
into  the  RUFEN 
program.  And  with 
thousands  of  pre- 
scriptions anticip- 
ated for  RUFEN  400  mg 
each  year,  the  annual  po- 
tential for  arthritis  research  is 
enormous. 


WHEN  YOU'RE  WRITING  YOUR  NEXT  R^fen 
PRESCRIPTION  FORIBUPROEEN, 

PLEASE  REMEMBER: 


RUFEN®  OFFERS  A $1.50  REBATE  DIRECT 
TO  YOUR  PATIENTS  ON  EVERY 
BOTTLE  OF  100  TABLETS  OF 
RUFEN  400  MG. 

RUFEIN  COSTS  YOUR  patients  less  to 

BEGIN  WITH. 

RUFEIN  CONTRIBUTES  25^  PER  REBATE  TO 
ARTHRITIS  RESEARCH. 

RUFEN  IS  NOT  A GENERIC . . . BOOTS 
IBUPROFEN  IS  THE  ORIGINAL. 

RUFEN  (IBUPROFEN)  IS  BIOEQUIVALENT  TO 
MOTRIN®  (IBUPROFEN).* 


(ibu  profen/ Boots) 

(For  full  prescribing  information,  see  package  brochurei 

RUFEN^^  Tablets 

(ibuprofen) 

INDICATIONS  AND  USAGE:  Treatment  of  signs  and 
symptoms  of  rheumatoid  arthritis  and  osteoarthritis 
during  acute  flares  and  in  the  long-term  managemaM 
of  these  diseases.  Safety  and  effectiveness  have  no; 
been  established  for  Functional  Class  IV  rheumatoid 
arthritis. 

Relief  of  mild  to  moderate  pain. 
CONTRAINDICATIONS:  Patients  hypersensitive  to 
ibuprofen.  or  with  the  syndrome  of  nasal  polyps,  angio 
edema  and  bronchospastic  reactivity  to  aspirin  orothe- 
nonsteroidal  anti-inflammatory  drugs  (see  WARNINGS) 
WARNINGS:  Anaphylactoid  reactions  have  occurred 
in  patients  hypersensitive  to  aspirin  (see  CONTRAINDI- 
CATIONS). Peptic  ulceration  and  gastrointestina 
bleeding,  sometimes  severe,  have  been  reported 
Peptic  ulceration  and  gastrointestinal  bleeding,  some- 
times severe,  have  been  reported.  Peptic  ulceratiee 
perforation,  or  gastrointestinal  bleeding  can  end  fatally 
however,  an  association  has  not  been  established 
Rufen  should  be  given  under  close  supervision  to  patientE 
with  a history  of  upper  gastrointestinal  tract  disease 
and  only  after  consulting  the  ADVERSE  REACTIONS 

In  patients  with  active  peptic  ulcer  and  active  rheuma 
toid  arthritis,  nonulcerogenic  drugs,  such  as  gold 
should  be  attempted.  If  Rufen  must  be  given,  the  patieni 
should  be  under  close  supervision  for  signs  of  ulcer 
perforation  or  gastrointestinal  bleeding. 
PRECAUTIONS:  Blurred  and/or  diminished  vision 
scotomata,  and/or  changes  in  color  vision  have  been  re 
ported.  If  developed,  discontinue  Rufen  and  administe' 
an  ophthalmologic  examination. 

Fluid  retention  and  edema  have  been  associated  with 
Rufen;  caution  should  be  used  in  patients  with  a history 
of  cardiac  decompensation. 

Rufen  can  inhibit  platelet  aggregation  and  prolong 
bleeding  time.  Use  with  caution  in  patients  with  intrinse 
coagulation  defects  and  those  taking  anticoagulants 

Patients  should  report  signs  or  symptoms  of  gastrom- 
testinal  ulceration  or  bleeding,  blurred  vision  or  other 
eye  symptoms,  skin  rash,  weight  gain  or  edema 

To  avoid  exacerbation  of  disease  or  adrenal  insuf- 
ficiency. patients  on  prolonged  corticosteroid  therapy, 
this  therapy  should  be  tapered  slowly  when  adding  Rufm 
DRUG  INTERACTION:  Coumann-type  anticoagulanit 
The  physician  should  be  cautious  when  administering 
Rufen  to  patients  on  anticoagulants. 

Aspirin.  Concomitant  use  may  decrease  Rufen  blood 

l0V0tS. 

PREGNANCY  AND  NURSING  MOTHERS:  Rufen 


I hope  we've  given  you  several  good  reasons  to  re- 
member RUFEN  the  next  time  you  prescribe  ibuprofen. 

If  we  haven't,  or  if  you'd  like  to  know  more  about 
Boots  Pharmaceuticals  or  this  program,  please  don't 
hesitate  to  drop  me  a line.  Or  call  us  directly  at  our 
toll-free  number:  (800)  551-8119.  Louisiana  residents, 
call  (800)  282-8671. 

To  ensure  that  your  patients  receive  the  benefits  of  the 
Rufen  program,  be  sure  to  specify  "D.  A.W.,"  "No  Sub," 
or  "M^ically  Necessar^'  as  required  by  the  laws  of 
your  state. 


John  D.  Bryer,  President  ^ 
Boots  Pharmaceuticals,  Inc. 


Boots  Pharmaceuticals,  Inc. 

6540  LINE  AVENUE.  SHREVEPORT.  LOUISIANA  71106 


Pioneers  in  medicine  for  the  family 


♦Data  on  file. 
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should  not  be  taken  during  pregnancy  nor  by  nursing 
mothers 

ADVERSE  REACTIONS 

Incidence  greater  than  1% 
Gastrointestinal:  The  most  frequent  adverse  reactton 
IS  gastrointestinal  (4%  to  1 6%).  Includes  nausea*,  epiga* 
trie  pain*,  heartburn*,  diarrhea,  abdominal  distress 
nausea  and  vomiting,  indigestion,  constipation,  abdomr 
nal  cramps  or  pain,  fullness  of  Gl  tract  (bloating  an« 
flatulence).  Central  Nervous  System:  dizziness*,  heed 
ache,  nervousness.  Dermatologic:  rash*  (including 
maculopapular  type),  pruritus.  Special  Senses:  tinnilus 
Metabolic:decreased  appetite,  edema,  fluid  retention 
Fluid  retention  generally  responds  promptly  to  drug 
discontinuation  (see  PRECAUTIONS). 

*lncidence  3%  to  9%. 

Incidence  less  than  1 in  100 
Gastrointestinal:  gastric  or  duodenal  ulcer  with  bleed 
ing  and/or  perforation,  hemorrhage,  melena.  Centra 
Nervous  System:  depression,  insomnia.  Dermatolog 
ic:  vesiculobullous  eruptions,  urticaria,  erythema  multi 
forme.  Special  Senses:  amblyopia  (see  PRECAUTIONS) 
Hematologic:  leukopenia,  decreased  hemoglobir 

and  hematocrit.  Cardiovascular:  congestive  hear 
failure  in  patients  with  marginal  cardiac  function 
elevated  blood  pressure. 

Causal  relationship  unknown 
Gastrointestinal:  Hepatitis,  jaundice,  abnormal  live 
function.  Central  Nervous  System:  paresthesias,  hat 
lucinations.  dream  abnormalities.  Dermatologic:  alo 
pecia.  Stevens- Johnson  syndrome  Special  Senses: 
Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic : 
hemolytic  anemia,  thrombocytopenia,  granuloc^openu 
bleeding  episodes.  Allergic:  fever,  serum  sickness 
lupus  erythematosus  syndrome  Endocrine:  gyne 
comastia.  hypoglycemia.  Cardiovascular:  arrhythmia 
(Sinus  tachycardia,  bradycardia,  and  palpitations  I 
Renal:  decreased  creatinine  clearance,  polyuria,  aze  j 
temia.  i 

OVERDOSAGE:  Acute  overdosage,  the  stomach  shouk  | 
be  emptied.  Rufen  is  acidic  and  excreted  in  the  urine , 
alkaline  diuresis  may  benefit. 

DOSAGE  AND  ADMINISTRATION:  Rheumatoid  ai 
thntis  and  osteoarthritis,  including  flareups  of  chroni- 
disease:  Suggested  dosage  400  mg  t.i.d.  or  q.i.d. 

Mild  to  moderate  pain:  400  mg  every  4 to  6 hoursa 
necessary  for  relief  of  pain.  Do  not  exceed  2,400  ir 
per  day. 

CAUTION:  Federal  law  prohibits  dispensing  withoi 
prescription. 

Boots  Pharmaceuticals,  Inc. 

Shreveport.  Louisiana  71106 
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AtLERCY 

NORTHWEST  ALLERGY  CLINIC 

Vitdleal  Towtr  Build  Suit#  501 

John  L.  Davlf,  MD 
3141  N.W.  Expraasway 
Oklahoma  Clly,  Oklahoma  7311J 
405  143-4419 


CARDIOVASCULAR  ASSOCIATES 
Adult  Cardiovascular  Diseases 

Cardiac  Cafharlzation,  Aortography  and  Selectiva  Coronary 
Arteriography 

Telephone  Electrocardiography  (34  hr.  service).  Treadmill 
Effort  Tolerance,  Hypertensive  Evaluation 
•J.  J.  Donnell,  MD  947-2556  *J.  L.  Brassle,  MD  944-0563 

•G.  L.  Honick,  W,D  943-6428  A.  F.  Elliott,  MD  943-8421 

A.  S.  Dahr,  MD  947-2321 

•Certified  by  the  American  Board  of  Cardiovascular  Disease 
Doctors  Medical  Building 

8th  Floor  5700  N.W.  Grand  Blvd.  Oklahoma  City,  Oklahoma  73112 


OKLAHOMA  ALLERGY  CLINIC,  INC. 


Specializing  in  the  Diagnosis 

George  S.  Bozalls,  MD{ 
Vernon  D.  Cushing,  MDf* 
George  L.  Winn,  MDf 
Robert  S.  eilla,  MDf* 

Lyle  W.  Burroughs,  MDf* 


and  Treatment  ot  Allergic  Disease 

Charles  D.  Haunschlld,  MDf* 
James  H.  Wells,  MDf* 

John  R.  Bozalls,  MDf* 

James  D.  Lakin,  Ph.D.,  MDf* 
John  S.  Irons,  MDf" 


} Consultant 

t DIplomata  American  Beard  of  Allergy  and  Immunology 

• Diplomats  American  Board  of  Internal  Medicine 

* Diplomats  American  Board  of  Pediatrics 


Offica  Address: 

750  Northeast  13th  Street 
Telephone  405  271-3333 


.Vieil  Address: 

Post  Office  Box  26827 
Oklahoma  City,  OK  73126 


DERMATOLOGY 


HERVEY  A.  FOERSTER,  MD 
Practice  Limited  to  Diseases  of  the  Skin 
903  Medical  Tower 
3141  N.W.  Expressway 

Oklahoma  City,  Okla.  73112  Telephone  842-1733 

RONALD  W.  GILCHRIST,  JR.,  MD 
Diseases  and  Malignancies  of  the  Skin 
X-Ray  Therapy 

4200  South  Douglas  Avenue  632-5565 

South  Community  Medical  Center  Oklahoma  City,  Oklahoma 

ROBERT  L.  OLSON,  MD 
Diseases  of  the  Skin 
Skin  Cancers 

Suite  707  942-8625 

3400  N.W.  Expressway Oklahoma  City,  Oklahoma  73112 

SKIN  8.  SKIN  CANCER  CENTER,  INC. 

C.  Jack  Young,  MD 


JAMES  A.  MURRAY,  MD,  INC. 

Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 
JAMES  A.  MURRAY,  MD 
Fellow  American  Academy  of  Allergy 
Fellow  American  Collage  of  Allergists 
Diplomats  American  Board  of  Allergy  and  Immunology 
lult«  101  South  Yale  Avenue 

Warren  Professional  Building  492-0484 

Tulsa,  Oklahoma  74177 


AEROSPACE  MEDICINE 


CLYDE  A.  LYNN,  BA,  MPH,  MD 
Board  Certified,  Aerospace  Medicine 
Fellow,  American  College  of  Preventive  Medicine 
Flight  Surgeon,  US  Army  and  Navy 
Commarical  Pilot  and  Flight  Instructor,  instrument  and  Multi-engine 
Referals  for  Medical  Certification  of  Pilots  Accepted 
by  Appointment 

1317  Brookkaven  Blvd.  (405) 

Norman,  OK  73069  329-2425 

Senior  Aviation  Medical  Examiner 
FAA  NO.  07448-1 


Radium  Therapy  Hemangiomas  X-Ray  Therapy 

CLINIC  BUILDING  3434  N.W.  56th 

OKLAHO/WA  CITY,  OKLAHOMA  946-5671 


ENDOCRINOLOGY  - METABOLISM  - DIABETES 


JOHN  WHITFIELD  DRAKE,  MD 
DIplo.mata  American  Board  of  Internal  Medicine 
In  Endocrinology 

Baptist  Medical  Center  / 949-3284 

3300  N.W.  Expressway  Oklahoma  City,  Oklahoma  73112 


EYE,  EAR,  NOSE  AND  THROAT 


John  W.  Huneke,  MD,  FACS,  Inc. 

Diseases  and  Surgery  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
Phone  332-1880  1414  Arlington  Suite  2300 

Ada,  Oklahoma  74820 

JAMES  B MILLS,  MD  332-4222 

Surgery  and  Diseases  of  the  Eye 

JAY  C.  JOHNSTON,  MD  232-5543 

Lacrimal  Surgery,  Dacryocystorhinostomy,  Jonas  Tubas 

Certified  by  the  Amaricaii  Board  of  Ophthalmology 


CARDIOLOGY 


425  NW  11th  Street 


Oklahoma  City  73103 


STANLEY  R.  McCAMPBELL,  MD 


NEUROPSYCHIATRY 


Cardiology  and  Electrocardiography 


1211  North  Shartal 


236-1395 


Oklahcme  City,  Oklahoma 


CARDIOVASCULAR 


HAROLD  G.  SLEEPER,  MD,  FAPA 

DIplomata  American  Board  of  Psychiatry 
and  Neurology  In  Psychiatry 

Practice  Limited  to 
Psychiatry  — Electroe.ncephalography 

434-5393  2603  Spencer  Road  Res.  478-2589 

Spencar,  Oklahoma  73084 


CARDIOV. 

Wm.  Best  Tnompson,  MD 
Galen  P.  Robbins,  MD 
William  S.  Myers,  MD 
Lawrenca  M.  Higgs,  MD 


oCULAR  CLINIC 

Ronald  H.  White,  MD 
William  J.  Fors,  MD 
W.  H.  Oehlert,  MD 
Charles  F.  Bethea,  MD 


CARDIOVASCULAR  DISEASES 


CARL  ROY  SMITH,  MD,  INC. 

Diplomate  of  American  Board  of  Psychiatry  and 
Neurology  In  Psychiatry 


Cardiac  eatnerterization,  aorft^raphy  and  coronary  arteriography 
Coronary  and  peripheral  angioplasty,  telephone  electrocardiography 
and  echocardiography 

Nuclear  cardiology  and  Treadmill  effort  tolerance 
CARDIOVASCULAR  BUILDING 

3300  Northwest  S6th  Oklahoma  City,  Okla.  73112  Telephone  947-3341 


2828  Parklawn  Drive,  Suite  3 

Midwest  City,  Oklahoma  73110  Telephone  737-4865 
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OTOLARYNGOLOGY 
HEAD  AND  NECK  SURGERY 


Oklahoma  Otolaryngology  Associates 
RAYMOND  0.  SMITH,  JR.,  MD,  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
4200  West  AAemorlal  Road,  Suite  406 
Oklahoma  City,  Oklahoma  73120 
Phone  405  7SS-1930 


ORTHOPEDICS 


DON  H.  O'DONOGHUE,  MD 
Consulting  & Diagnostic  Clinics  by  Appointment 


1111  North  Lee 
Oklahoma  City, 
235-8385 


OK  73103 


O'Donoghue  Rehabilitation  Institute 
1122  N.E.  13th  Street 
Oklahoma  City,  OK  73124 
271-3682 


ORTHOPEDIC  SURGERY  AFFILIATES,  INC. 

1044  S.W.  44th 

Oklahoma  City,  Oklahoma  73109 
405  631-7444 

Dale  R.  Butler,  MO,  FACS  G.  David  Casper,  MD 

J.  A.  Rosacker,  MD 


JOHN  RAYMOND  STACY,  MD,  FACS 
DIplomate  American  Board  of  Orthopedic  Surgery 
Orthopedic  and  Fracture  Surgeon 

41S  N.W.  12th  St.  2354315 

Oklahoma  City,  Oklahoma 


TERRENCE  H.  BORING,  MD 
Orthopedic  Surgeon 


119  Patton  Drive 


Ponca  City,  Oklahoma  74601 


405  765-8240 


PEDIATRIC  SURGERY 


E.  Ide  Smith,  MD*  Wm.  P.  Tunell,  MD*  James  A.  Carson,  MD* 
940  N.E.  13th  Street 

Oklahoma  City,  Oklahoma  73126  405  271-5922 

*American  Board  of  Surgery  — 

Special  Competence  in  Pediatric  Surgery 


PSYCHIATRY 


LARRY  PRATER,  MD 
Practice  Limited  to  Psychiatry 
Suite  704  Presbyterian  Professional  Building 
711  Stanton  L.  Young  Boulevard 

Oklahoma  City,  Oklahoma  73104  271-6477  or  528-5950 


PSYCHIATRY 

Charles  E.  Smith,  MD,  FAPA,  FACP 
Robert  J.  Outlaw,  MD,  FAPA 
R.  Murali  Krishna,  MD,  MAPA 
Diplomates  of  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 


Thurman  E.  Coburn,  PhD,  Licensed  Clinical  Psychologist 
David  Schwartz,  ACSW,  Clinical  Psychiatric  Social  Worker 
Suite  306  1211  North  Shartel  272-0734 

Physici^s^  Surgeons  Building  Oklahoma  City  73103 


PULMONARY  DISEASE 


STEPHEN  N.  ADLER.  MD 
Dipicmate 

Arr.sricGn  Bscrd  of  Internai  Medicine 
Arroriccr  Soard  of  internal  Medicine- Pulmonary  Disease 
Pulmonary  Medicine 
ribcroptic  Bronchoscopy 
Lung  Needle  Biopsy 

ruirr.cri3r>  Function  and  Metnachchne  Testing 
Critical  Care  Medicine 

t-uirrionarr  Artery  (Swan-Ganz)  Caineterization 
Mercy  Li^tors  Tower  42oo  Memorial  Road 

c/kiahoma  City,  OK  73120  (405)  755-4290 


RAYMOND  J.  DOUGHERTY,  MD 
DIplomate  American  Board  of  Pulmonary  Disease 
Practice  Limited  to  Pulmonary  Disease 


204  Pasteur  Building 


2351701 


Oklahoma  City,  Oklahoma  73103 


NORMAN  K.  IMES,  MD 
JOHN  A.  JUERS,  MD 

Diplomates:  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 

3330  N.W.  56  Street 

Oklahoma  City,  Oklahoma  73112 


405  949-9400 


RADIOLOGY 


RADIOLOGY  ASSOCIATES,  INC. 

JAMES  T.  BOGGS,  MD  LINDBERGH  J.  RAHHAL,  MD 

ROBERT  SUKMAN,  MD,  FACR  RALF  E.  TAUPMANN,  MD 

WILLIAM  R.  ALBRACHT,  MD  GARY  G.  ROBERTS,  MD 

ROGER  B.  COLLINS,  MD  JOHN  R.  OWEN,  MD 

GEORGE  BEN  CARTER,  MD  HAROLD  D.  DAVIDSON,  MD 

RICHARD  B.  PRICE,  MD,  FACR,  DABNM 

MICHAEL  A.  SARTIN,  MD  JAY  A.  HAROLDS,  MD,  DABNM 

Diplomates  American  Board  of  Radiology 
X-Ray  - Diagnosis  including  Ultra  Sonography,  Xeromammography, 
Radiation  Therapy  — Nuclear  Medicine 
204  Medical  Tower  Bldg. 

848-7741  Baptist  Medical  Center 

400  Physicians  Professional  Bldg. 

943-^646  Bethany  General  Hospital 

700  Doctors  Medical  Bldg. 

946-9923  Deaconess  General  Hospital 


SURGERY 


ROBERT  B.  HOWARD,  MD,  FACS 
Certified  American  Board  of  Surgery 
Practice  Limited  to  General  Surgery  and 
Diseases  of  the  Thyroid  Gland 

544  Pasteur  Medical  Bldg.  Phone  2352341  Oklahoma  City 


RECONSTRUCTIVE  AND  PLASTIC  SURGERY 


PARAMJIT  S.  BAJAJ,  MD,  FACS 
FRCS  (England),  FRCS  (Edinburgh) 

Certified  American  Board  of  Plastic  Surgery 
Plastic  and  Reconstructive  Surgery 
Maxillofacial  and  Cosmetic  Surgery 
Surgery  of  the  Hand 

1211  N.  Shartel 

Suite  600  2356671  Oklahoma  City,  Okla.  73103 


LEONARD  H.  BROWN,  MD 


DIplomate  American  Board  of  Surgery 
DIplomate  American  Board  of  Plastic  Surgery 
Plastic  and  Reconstructiva  Surgery 
Cosmetic  Surgery 


6913  S.  Canton 


Tulsa,  Oklahoma  74136 


492-3964 


WILLIAM  J.  FORREST,  MD 
Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hend 

3400  N.W.  Expresswey 

Oklahoma  City 


947-87M 
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JOSEPH  W.  HAYHURST,  MD 
Plastic  and  Raconstructiva  Surgery 
Cosmetic  and  Maxillofacial  Surgery 
Hand  Surgery  and  Microsurgery 


115  N.W.  12th  Street 
Oklahoma  City,  Oklahoma  731M 


Phone  232-1144 
Answering  Service 
52S-2121 


HERBERT  M.  KRAVITZ,  MO,  FACS 
Diplomats  American  Board  of  Plastic  Surgery 
Reconstructive,  Cosmetic,  and  Hand  Surgery 
Office  144-3694  2620  Northwest  Expressway 

Oklahoma  City,  Oklahoma 


FRED  R.  MARTIN,  MO 


JOHN  M.  CLARK,  MD 


601  St.  John's  Doctors  Bldg. 
1705  East  19th  Street 
Tulsa,  Oklahoma  74104 
r43<4U1 


•10  Warren  Professional  Bldg. 
6465  South  Yale  Ave. 
Tulsa,  Oklahoma  74136 
493-6131 


DIplomatas  American  Board  of  Plastic  Surgery 


UROLOOY 


A.  da  QUEVEOO,  MD,  Inc. 

Diplomats  of  the  American  Board  of  Urology 
Suita  606  23M333  1211  N.  Shartai 

Oklahoma  City,  Oklahoma  73103 


BARNEY  J.  LIMES,  MD 
Practice  Limited  to  Urology 
Physicians  and  Surgeons,  Bldg. 
1211  N.  Shartai 
Oklahoma  City 
Phone  235-0315 


GENE  T.  BAUMGARNER,  MD,  FACS 
Diplomate  of  the  American  Board  of  Urology 
Mercy  Doctors  Tower 
4200  West  Memorial  Road 

Oklahoma  City,  Oklahoma  73120  405  755-3723 


Clark  Hyde,  MD,  FACS  James  R.  Wendelken,  MD,  FACS 

Robert  O.  Raulston,  MD,  FACS 
DIplomates  American  Board  of  Urology 

1211  North  Shartel  2801  Parklawn 

Suite  203  Suite  300 

Oklahoma  City,  OK  73103  Midwest  City,  OK  73110 

(405)  232-0273  (405)  737-6877 


CHARLES  L.  REYNOLDS,  JR.,  MD,  FACS,  FICS 
DIPLOMATE  of  the  AMERICAN  BOARD  of  UROLOGY 
DISEASES  of  the  KIDNEY,  BLADDER,  and  PROSTATE 
GENITOURINARY  SURGERY 
FEMALE  URINARY  TRACT  DISEASE 
PEDIATRIC  UROLOGY 
MICROSURGERY  for  INFERTILITY 
PROSTHETIC  SURGERY  for  IMPOTENCY 
RENAL  PHYSIOLOGY  LABORATORY 
URODYNAMICS  LABORATORY 

3)13  Northwest  Expressway  Oklahoma  City,  Oklahoma  73112 

Toll  Free  (800)  522-8668 

Office  (405  ) 843-5761  Residence  (405)  842-6420 

If  No  Answer  (405)  523-1999 


OKLAHOMA 


CLINIC 


Oklahoma  Spine/Pain  Clinic 

Multi-disciplinary  approach 
to  evaluation  and  treatment 
of  acute  or  chronic  musculoskeletal  pain. 


William  N.  Harsha,  MD 
Diplomate  American  Board  Orthopaedic  Surgery 


Doctors  Medical  Building 
Oklahoma  City,  Oklahoma  73112 
5700  N.W.  Grand  Blvd. 

(405)  943-9561 
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script Press,  P.O.  Drawer  1058,  Norman,  Oklahoma  73070, 
prior  to  final  publication  of  their  articles.  Other  requests  for 
reprints  must  be  made  to  the  Transcript  Press  within  30  days 
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Who  Is  Prepared  and  Alert 

When  Big  Brother  is  no  longer  there,  WHO 
then,  will  be  there?  When  medical  services 
provided  by  our  specialists  are  "piece-mealed 
out”  by  the  state  legislature,  WHO  among  all 
specialties  within  the  medical  family  can  be 
heard  in  their  outcry  for  public  safety  and 
awareness?  When  para-professionals  use 
"Madison  Avenue”  ads  with  an  apple  for  a logo 
(remember  that  one  a day  supposedly  keeps 
you  know  who  away),  WHO  among  us  is  pre- 
pared to  recognize  and  address  the  competi- 
tion? When  office  holders  attempt  to  legislate 
health  and  other  quality  of  life  issues,  WHO 
will  offer  them  direction  or  support? 

The  AMA  Auxiliary  is  PREPARED.  Readi- 
ness and  experience  varies  from  county  to 
county,  but  we  are  all  continually  preparing  to 
be  there  and  heard  from.  Self-study  and 
awareness  occurs  through  informational  mail- 
ings on  studies,  issues,  legislation  pending  and 
implemented  that  are  sent  to  County  Legisla- 
tive Chairmen  (twelve  across  Oklahoma)  or 
county  presidents  of  auxiliary.  A LEGS  work- 
shop held  at  the  September  state  board  meet- 
ing increased  our  preparedness.  We  hope  to  ac- 
complish further  preparedness  on  February 
11th  when  we  meet  with  state  legislators  in 
the  governor’s  mansion.  Auxiliary  is  further 
prepared  for  prompt  action  through  its  Legisla- 
tive Alert  System  (LEGS). 

The  LEGS  Alert  System  transmits  up-to- 
date  information  on  a health  issue  to  those  who 
join  the  system  and  urgently  requests  their 
timely  personal  letter,  mailgram  or  phone  call 
to  OKC  or  DC.  We  do  need  many  more  than  the 


thirty  members  representing  ten  counties  who 
joined  during  two  recruitment  months.  Won’t 
you  be  on  this  alert  system?  Send  your  name  or 
someone  else’s  to  be  recruited. 

OSMA  Auxiliary’s  Legislative  Program 
stresses  county  programs  to  offer  further  aw- 
areness of  the  Medical  Specialties,  their  ser- 
vices and  social/political  problems.  County  of- 
ficers are  also  being  encouraged  and  reminded 
of  those  ways  in  which  the  medical  community 
(through  auxiliary)  can  recognize,  channel  in- 
formation and  broaden  mutually  supportive  re- 
lationships with  their  local  legislators. 

Our  state  medical  association  knows  aux- 
iliary "is  there.”  We  are  thinking  and  planning 
together.  Auxiliary’s  Legislative  Chairwoman 
is  a member  of  the  Councils  on  State  Legisla- 
tion and  Governmental  Activities.  Be  further 
prepared;  and  JOIN  US  on  LEGS  Alert  and  at 
the  mansion  next  month  by  contacting:  Ver- 
onica (Mrs.  J.  A.)  Montero,  12912  Twisted  Oak 
Road,  Oklahoma  City  73120  or  calling  (405) 
751-6701,  your  State  Legislative  Chairwoman. 

COME  CELEBRATE  OKLAHOMA’S 
DIAMOND  JUBILEE! 

Tour,  meet  legislators,  know  the  issues,  and 
lunch  at: 

THE  GOVERNOR’S  MANSION 
in  Oklahoma  City 

Auxiliary’s  Legislative  Day  on  Feb.  11th, 
9:30  to  1:30 

Today,  Reserve  this  Date  and  Your  Place 
There 

(Due  to  special  location,  reservations  for  lunch 
[$8.50]  will  be  limited.) 
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Through  a recent  House  of  Delegates  re- 
solution, the  AMA  is  urging  physicians  and 
health  care  professionals  to  consider  ways  in 
which  they  can  encourage  the  use  of  appro- 
priate child  passenger  restraining  devices  and 
safety  belts  to  protect  children  in  motor  vehi- 
cles. The  resolution  also  gives  AMA’s  en- 
dorsement and  support  to  the  American 
Academy  of  Pediatrics  "First  Ride  — Safe 
Ride”  program  that  aims  to  inform  parents  of 
the  importance  of  protecting  children  in  motor 
vehicles  with  appropriate  restraining  systems. 

A new  form  of  emergency  treatment 
clinics,  sometimes  called  "emergicenters,”  has 
emerged  recently  to  provide  treatment  for 
minor  emergencies.  These  clinics  aim  to  siphon 
off  all  but  the  most  serious  cases  from  hospital 
emergency  rooms.  Operated  sometimes  by  hos- 
pitals, sometimes  by  entrepreneurs,  these 
clinics  number  about  500,  according  to  the 
Dallas-based  National  Association  of  Free- 
standing Emergency  Centers.  The  clinics  usu- 
ally charge  less  than  conventional  emergency 
rooms  but  are  open  fewer  hours  and  are  less 
versatile. 

Oklahoma  is  experiencing  an  alarming  in- 
crease in  cases  of  venereal  disease.  During 
1980  the  number  of  syphilis  cases  increased  by 
30  percent,  the  greatest  increase  since  1973. 
Gonorrhea  cases  have  jumped  10  percent  over 
last  year  among  persons  15  to  24  years  old.  It 
could  be  the  worst  year  since  1977,  when  cases 
leveled  off  at  a high  of  12,700. 

Perry  A.  Lambird,  MD,  of  Oklahoma  City, 
has  been  elected  to  serve  as  1982  president- 
elect and  member  of  the  board  of  trustees  of  the 
American  Pathology  Foundation.  The  founda- 
tion is  an  association  of  independent  practicing 
pathologists  organized  in  1959  to  promote  the 
private  practice  of  pathology  and  preserve  the 
independence  of  pathologists. 

The  1982  annual  meeting  of  the  American 
Psychosomatic  Society  will  be  held  March 
25-28,  1982,  at  the  Brown  Palace  Hotel,  Den- 
ver, Colorado.  The  meeting  will  cover  a broad 
range  of  topics  in  the  biological  and  psychiatric 
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aspects  of  medical  illnesses  and  treatment.  For 
meeting  information,  contact  the  American 
Psychosomatic  Society,  265  Nassau  Road, 
Roosevelt,  New  York  11575,  (516)  379-0191. 

The  Philippine  Medical  Association  of  Ok- 
lahoma has  been  formed  by  a grqup  of  60 
Filipino  physicians  now  practicing  medicine  in 
Oklahoma.  The  goals  of  the  new  organization 
are  to  foster  unity  and  fellowship  among  mem- 
bers, maintain  professional  standards,  encour- 
age cooperation  with  the  medical  profession  in 
Oklahoma,  and  become  involved  in  social  and 
cultural  activities  at  the  local  and  state  levels. 

Christian  N.  Ramsey,  MD,  head  of  the  Baylor 
College  of  Medicine’s  Family  Practice  Division 
at  Waco,  has  been  named  the  new  chairman  of 
the  Department  of  Family  Practice  at  the  Uni- 
versity of  Oklahoma  Health  Sciences  Center  in 
Oklahoma  City.  Since  1977  Dr  Ramsey  has 
also  served  as  director  of  the  Baylor  College  of 
Medicine  Center  for  Medical  Education.  He  is 
currently  conducting  research  in  the  areas  of 
family  structure,  stress  and  the  outcome  of 
pregnancy.  Dr  Ramsey’s  appointment  becomes 
effective  March  1,  1982. 

Officials  of  the  HHS  Health  Care  Financ- 
ing Administration  (HCFA)  are  planning  to 
revise  regulations  governing  Medicare  pay- 
ments to  hospital-based  physicians.  The  revi- 
sions are  necessary  because  of  difficulties  en- 
countered in  distinguishing  between  hospital- 
based  physician  services  that  are  supervisory 
and  adminsitrative  and  those  that  are  patient 
related.  Revised  regulations  are  expected  to  be 
issued  sometime  this  year. 

Tulsa  Medical  College  has  received  a gift  of 
$5,650  from  the  University  of  Oklahoma  Col- 
lege of  Medicine  Alumni  Association  to  pur- 
chase a special  piece  of  life-saving  equipment. 
The  equipment,  a Life-Pak  7 defibrillator  and 
converter,  will  be  placed  in  the  newly  opened 
Roger  C.  Good  Ambulatory  Care  Center,  lo- 
cated on  the  campus  of  Tulsa  Medical  College. 
The  defibrillator  and  converter  device  is  used 
in  the  management  of  heart  attack  patients 
who  are  experiencing  life-threatening  changes 
in  their  heart  rhythms.  □ 
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(trimethoprim  and  sulfamethoxazole)  ■ 

succeeds 


Expanding 


therapy 


: Bactrim  is  useful  for 

Ithe  following  infec-  ^ ^ 

i{o  sus"ep«bif  its  usefulness  in 
cS"o°gantms  antimicrobial 

(see  indications  section 
in  summary  of  product 
information); 


in  recurrent 
UTI... 

a continuing  record 
of  high  clinical 
effectiveness 
against  common 
uropathogens 


in  acute 
otitis  media 
in  children... 

effective  against 
both  major  otic 
pathogens. . .with 
b.i.d.  convenience 


in  acute  ex- 
acerbations 
of  chronic 
bronchitis 
in  adults... 

clears  the  sputum 
and  lowers  its 
volume... on  b.i.d. 
dosage 


Before  preecribing,  please  consult  complete  product  Information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  Infections  due  to 
susceptible  strains  of  the  following  organisms:  Escherichia  coll,  Klebslella-Entero- 
bacter,  Proteus  mirabllls,  Proteus  vulgaris,  Proteus  morganlf.  It  Is  recommended  that 
Initial  episodes  of  uncomplicated  urinary  tract  Infections  be  treated  with  a single 
effective  antibacterial  agent  rather  than  the  combination.  Note:  The  increasing 
frequency  of  resistant  organisms  limits  the  usefulness  of  all  antibacterials,  especially  in 
these  urinary  tract  infections. 

For  acute  otitis  media  In  children  due  to  susceptible  strains  of  Haemophilus 
Mluertzae  or  Strepfococcus  pneumoniae  when  In  physician's  judgment  It  offers  an 
advantage  over  other  antimicrobials.  Limited  clinical  Information  presently 
available  on  effectiveness  of  treatment  of  otitis  media  with  Bactrim  when  Infection 
Is  due  to  ampiclllln-resistant  Haemophilus  Influenzae.  To  date,  there  are  limited 
data  on  the  safety  of  repeated  use  of  Bactrim  In  children  under  two  years  of  age. 
Bactrim  Is  not  Indicated  for  prophylactic  or  prolonged  administration  in  otitis 
media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  In  adults  due  to  susceptible  strains 
of  Haemophilus  Influenzae  or  Streptococcus  pneumoniae  when  In  physician's 
judgment  It  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexnerl  and  Shigella  sonnel 
when  antibacterial  therapy  Is  Indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinll  pneumonitis.  To  date, 
this  drug  has  been  tested  only  In  patients  9 months  to  16  years  of  age  who  were 
Immunosuppressed  by  cancer  therapy. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides:  patients  with 
documented  megaloblastic  anemia  due  to  folate  deficiency:  pregnancy  at  term: 
nursing  mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause 
kernicterus:  infants  less  than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A ^-hemolytic 
streptococcal  tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when 
treated  with  Bactrim  than  do  those  treated  with  penicillin.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been  reported  as  well  as  an  increased 
incidence  of  thrombopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC's  are  recommended:  therapy  should  be 
discontinued  if  a significantly  reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  General:  Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  possible  folate 
deficiency,  severe  allergy  or  bronchial  asthma  In 
patients  with  glucose-6-phosphate  dehydrogenase 
deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and 
perform  frequent  urinalyses,  with  careful  microscopic 
examination,  and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function.  Bactrim  may  prolong 
prothrombin  time  in  those  receiving  warfarin:  reassess 
coagulation  time  when  administering  Bactrim  to  these 
patients. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  C. 
Because  trimethoprim  and  sulfamethoxazole  may  inter- 
fere with  folic  acid  metabolism,  use  during  pregnancy 
only  if  potential  benefits  justify  the  potential  risk  to  the 
fetus. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim.  Blood  dyscrasias:  Agranulocytosis,  aplastic 
anemia,  megaloblastic  anemia,  thrombopenia,  leuko- 
penia. hemolytic  anemia,  purpura,  hypoprothrombinemia 
and  methemoglobinemia  Allergic  reactions:  Erythema 
multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  conjunctival  and  scleral  Iniection,  photosensitization, 
arthralgia  and  allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  stomatitis, 
nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions: 
Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness. 
Miscellaneous  reactions:  Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L E.  phenomenon.  Due  to  certain  chemical  similarities  to  some 
goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter  production,  diuresis  and 
hypoglycemia  in  patients:  cross-sensitivity  with  these  agents  may  exist.  In  rats,  long- 
term therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  Infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN.  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN: 

Adults:  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b.i.d,  for  10-14  days.  Use  identical  daily 
dosage  for  5 days  for  shigellosis. 

Children:  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  ih  two 
divided  doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min.  If  creatinine  clearance  is  between  15  and  30  ml/min, 
use  one-half  the  usual  regimen.  Bactrim  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/min, 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage:  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp  (20  ml)  b.i.d.  for  14  days. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage:  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information 
for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800 
mg  sulfamethoxazole,  bottles  of  100:  Tel-E-Dose®  packages  of  100:  Prescription  Paks 
of  20  and  28,  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfamethox- 
azole— bottles  of  100  and  500:  Tel-E-Dose®  packages  of  100:  Prescription  Paks  of  40. 
Pediatric  Suspensioh,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole 
per  teaspoonful  (5  ml):  cherry-flavored — bottles  of  100  ml  and  16  oz  (1  pint). 

Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml):  fruit-licorice  flavored — bottles  of  16  oz  (1  pint). 
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faster  relief  of 
diarrhea  than  with 
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ROCHE  LABORATORIES 
Division  of  Hoftmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Bactrira 

succeeds 


in  recurrent  urinary  tract  infections' 


from  site  to  source 

Bactrim  continues  to  demonstrate  high  clinical  effec- 
tiveness in  recurrent  urinary  tract  infections.  Bactrim 
reaches  effective  levels  in  urine,  serum,  and  renal 
tissue’ . . .the  trimethoprim  component  diffuses  into 
vaginal  secretions  in  bactericidal  concentrations’... 
and  in  the  fecal  flora,  Bactrim  effectively  suppresses 
Enterobacteriaceae’  ^ with  little  resulting  emergence 
of  resistant  organisms. 

1.  Rubin  RH,  Swartz  MN:  N BnglJ  Med  303A26-432.  Aug  21.  1980  2.  Data  on  file. 
Medical  Department.  Hoffmann-La  Roche  Inc. 
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Please  see  previous  page  for  summary  of  product  information. 
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Clear  cortelotion  between  anxiety  and  depression" 

The  above  graph  illustrates  a relationship  between  anxiety  and  depression,  indicating  that  patients  seidom 
present  with  anxiety  or  depression  alone;  more  often  they  have  both  in  varying  degrees.  Data  based  on  a 
sampling  of  100  outpatients  (64  male;  36  female)  seen  at  a general  psychiatric  clinic. 

’Adapted  from  Claghorn,  J.  The  anxiety-depression  syndrome.  Psychosomatics  //: 438-441,  Sept-Oct  1970. 
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EPRESSED  PATIENTS  WHO  ARE 

ALSO  ANXIOUS''^ 

Most  depressed  patients  are  also  anxious. . . 

Sonne  authors  estinnate  that  70%  of  all  nonpsychotic  patients  with  symptoms  of 
depression  have  concomitanf  symptoms  of  anxiefy.'  ^ One  aufhor  found  a disfincf 
correlafion  between  anxiety  and  depression  scores  in  100  nonpsychotic  outpatients 
administered  the  Minnesota  Multiphasic  Personality  Inventory  in  a general  psychiatric 
clinic.^  As  depression  scores  increased,  so  did  anxiety  scores.  No  attempt  was  made 
to  select  patients  other  than  to  exclude  psychotics. 

but  not  psychotic 

The  logic  of  treating  both  components  of  anxious  depression  is  clear.  Antipsychofics, 
like  the  phenothiazines,  however,  carry  a well-documented  risk  of  tardive  dyskinesia.'' 
Because  of  this,  an  AFA  Task  Force  recently  recommended  the  judicious  use  of  pheno- 
thiazines in  cases  other  than  chronic  psychosis  or  the  use  of  alternative  treatments. 

A better  way  to  give  reliet 

Limbitrol  combines  the  specific  anxiolytic  action  of  Librium®  (chlordiazepoxide 
HCI/Roche)— a benzodiazepine  with  a long  history  of  safe  use— with  the 
antidepressant  action  of  amitriptyline,  a tricyclic  of  established  clinical  efficacy.  In 
comparison  to  phenothiazines,  Limbitrol  and  its  components  have  rarely  been 
associated  with  tardive  dyskinesia  or  other  extrapyramidal  side  effects.  And  in  terms 
of  rapid  response  and  patient  compliance,  Limbitrol  appears  to  be  superior  to 
amitriptyline  alone.  Controlled  multiclinic  studies  showed  Limbitrol  relieved  more 
symptoms  more  rapidly  than  did  amitriptyline.®  Despite  a higher  incidence  of 
drowsiness,  the  dropout  rate  due  to  side  effects  was  lower  with  Limbitrol.  (See 
adverse  reactions  section  in  summary  of  product  information  on  next  page.  As 
with  any  CNS-acting  agent,  patients  should  be  cautioned  about  driving  or  using 
dangerous  machines  while  on  therapy  with  Limbitrol.) 

References:  1.  Rickels  K;  Drug  treatment  of  anxiety,  in  Psychopharmacology  In  the  Practice  of  Medicine, 
ed.  Jarvik  ME.  New  York,  Appleton-Century-Crofts,  1977,  p.  316  2.  Schatzberg  AF,  Cole  JO:  Benzodiaze- 
pines in  depressive  disorders.  Arch  Gen  Psychiatry  35:\359A36b,  1978,  3.  Cloghorn  J:  The  anxiety- 
depression  syndrome.  Psychosomatics  //  438-441,  1970.  4.  The  Task  Force  on  Late  Neurological  Effects 
of  Antipsychotic  Drugs:  Tardive  dyskinesia,  summary  of  o task  force  report  of  the  American  Psychiatric 
Association.  Am  J Psychiatry  /37:1 163-1 172,  1980.  5.  Feighner  JP  et  al.  A placebo-controlled  multi- 
center trial  of  Limbitrol  versus  its'components  (amitriptyline  and  chlordiazepoxide)  in  the  symptomatic 
treatment  of  depressive  illness.  Psychopharmacology  61.2]7 -225,  1979, 


1^  In  moderate  depression  and  anxiety 

Umbitrd 

Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 


(as  the  hydrochloride  salt) 


Relief  without  a phenothiazine 

Please  see  summary  of  product  information  on  next  page. 
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LIMBITROL^  TABLETS  Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  informotion, 

0 summory  of  which  follows: 

Indications:  Relief  of  moderate  fo  severe  depression  associated  with  moderate 
to  severe  onxiety 

Controlndlcotions:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic 
antidepressonts  Do  not  use  with  monoomine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuotion  of  MAO  inhibitors  since  hyperpyretic 
crises  severe  convulsions  ond  deaths  hove  occurred  with  concomitant  use, 
then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is 
ochieved  Contromdicoted  during  ocute  recovery  phose  following  myocardial 
infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or 
angle-closure  glaucoma  Severe  constipation  may  occur  in  patients  taking 
tricyclic  antidepressants  and  onticholinergic-type  drugs  Closely  supervise 
cordiovascular  patients  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  ot  tricyclic  antidepressants,  especially  high 
doses  Myocordiol  infarction  and  stroke  reported  with  use  of  this  class  of 
drugs  ) Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants  and  against  hozardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving) 

Usage  In  Pregnancy:  Use  ot  minor  tranquilizers  during  the  first 
trimester  should  almost  always  be  avalded  because  of  increased 
risk  at  cangenital  malformatians  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  Instituting  therapy;  advise 
patients  ta  discuss  therapy  If  they  intend  to  or  do  become  pregnant. 
Since  physical  and  psychological  dependence  to  chlordiazepoxide  hove  been 
reported  rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrowal  symptoms 
following  discontinuation  ot  either  component  clone  have  been  reported 
(nausea,  headache  and  malaise  for  amitriptyline,  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for  chlordiozepoxide) 
Precautions:  Use  with  coution  in  patients  with  o history  ot  seizures,  in 
hyperthyroid  patients  or  those  on  thyroid  medication,  and  in  potients  with 
impaired  renal  or  hepatic  function  Because  of  the  possibility  of  suicide  in 
depressed  patients,  do  not  permit  easy  access  to  large  quantities  m these 
patients  Periodic  liver  function  tests  and  blood  counts  ore  recommended 
during  prolonged  treatment  Amitriptyline  component  may  block  action  of 
guonethidine  or  similar  ontihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  hot  been  evaluated  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery  Limit  concomitant  administration  of 
ECT  to  essential  treatment  See  Warnings  for  precautions  about  pregnancy 
Limbitrol  should  not  be  token  during  the  nursing  period  Not  recommended 
in  children  under  12 

In  the  elderly  and  debilitated,  limit  to  smallest  effective  dosoge  to  preclude 
otaxia.  oversedation,  contusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  dre  those  associated  with  either 
component  olone  drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating  Less  frequently  occurring  reactions  include  vivid 
dreams,  impotence,  tremor,  contusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
have  been  reported  os  side  effects  ot  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunction  hove  been  observed 
rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but 
requiring  consideration  because  they  hove  been  reported  with  one  or  both 
components  or  closely  reloted  drugs 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myo- 
cordiol infarction,  arrhythmias,  heart  block,  stroke 
Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  halluci- 
nations, hypomania  and  increased  or  decreased  libido 
Neurologic:  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the 
extremities,  extropyromidal  symptoms,  syncope,  chonges  in  EEG  patterns 
Anticholinergic  Disturbance  of  occommodotion,  paral^ic  ileus,  urinory 
retention,  dilatation  of  urinory  tract 

Allergic  Skin  rash,  urticaria,  photosensitizotion,  edema  of  face  and  tongue, 
pruritus 

Hematologic  Bone  marrow  depression  including  ogronulocytosis, 
eosinophilio,  purpuro,  thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  onorexia,  stomatitis, 
peculiar  taste,  diarrhea,  block  tongue 

Endocrine  Testiculor  swelling  and  gynecomastia  in  the  male,  breast 
enlargement,  galactorrhea  and  minor  menstrual  irregularities  in  the  female 
and  elevation  and  lowering  of  blood  sugar  levels 
Other  Headache,  weight  gam  or  loss,  increased  perspiration,  urinary 
frequency,  mydriasis,  jaundice,  alopecia,  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  suspected  ot  having  taken  an 
overdose  Treatment  is  symptomatic  and  supportive  I V administration  ot  1 to 
3 mg  physostigmine  salicylate  has  been  reported  to  reverse  the  symptoms  of 
amitriptyline  poisoning  See  complete  product  information  for  manifestation 
ond  treatment 

Dosage:  Individualize  occording  to  symptom  severity  and  patient  response 
Reduce  to  smallest  effective  dosage  when  satistactory  response  is  obtained 
Lorger  portion  of  daily  dose  may  be  token  ot  bedtime  Single  h s dose  may 
suffice  tor  some  patients  Lower  dosages  ore  recommended  tor  the  elderly 
Limbitrol  10-25,  Initial  dosage  of  three  to  tour  tablets  daily  in  divided  doses, 
increased  to  six  tablets  or  decreased  to  two  tablets  daily  os  required  Limbitrol 
5-12  5,  initial  dosage  of  three  to  tour  toblets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 

How  Supplied:  White,  tilm-coated  tablets,  each  contoining  10  mg  chlor- 
diozepoxide  ond  25  mg  amitriptyline  (as  the  hydrochloride  salt)  ond  blue, 
film-cooted  tablets,  each  containing  5 mg  chlordiozepoxide  ond  12  5 mg 
amitriptyline  (as  the  hydrochloride  salt)— bottles  ot  100  and  500,  Tel-E-Dose’ 
pockages  of  100,  ovailoble  in  troys  ot  4 reverse-numbered  boxes  ot  25, 
and  in  boxes  containing  10  strips  ot  10,  Prescription  Poks  of  50 
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Our  goal  at  National  Medical  Enterprises  is 
to  help  YOU  establish  a comfortable  and 
successful  Primary  Care  practice. 

Where  you  want  it. 

HOW  you  want  it. 

It's  a goal  we  achieve  by  offering  you  a 
choice  of  over  60  well  equipped  acute  care 
hospitals  coast  to  coast,  by  offering  you 
selected  financial  assistance,  and  by  offering 
you  management  consulting  when  you  begin 
your  practice. 

So  whether  you're  interested  in  solo, 
partnership  or  a group  practice,  you  should 
contact  NME. 

we  re  the  experts! 


For  further  information,  contact: 

Raymond  C.  Pruitt,  Director,  Physician  Relations 

National  Medical  Enterprises 

11620  Wllshire  Blvd.,  Los  Angeles,  California  9002S. 


Toll-Free  800-421-7470 
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Have  the  new  pension  laws  got  you  down? 
Why  employ  when  you  can  lease? 


Staff  leasing  will  reduce  your  taxes  and  increase  your  net  earnings 


Your  staff  will  enjoy  superior 
employee -benefits 

• medical  insurance 

• maternity  benefits 

• dental  insurance 

• life  insurance 

• pension  retirement 

• professional  liability  insurance 

• and  more 


Free  yourself  to  select  a benefit 
package  (retirement,  medical  ex- 
pense reimbursement,  insurance, 
etc.)  which  satisfies  and  covers  only 
yourself  without  being  required  to 
provide  the  same  benefits  to  your 
entire  staff. 


• l/l/e  are  not  an  employment  agency. 

• We  provide  full-time  staffs  for  clinics,  group  practices  and  sole 
practitioners. 

• We  will  either  hire  your  existing  employees  and  lease  them  back 
to  you  or  hire  new  employees  who  are  acceptable  to  you. 

• We  will  save  you  money,  time  and  effort.  You  merely  write  one 
check  a month  and  we  do  all  the  rest. 

• Our  fee  will  be  significantly  less  than  your  present  employee  cost. 


( ^ 

Our  staff  leasing  arrangement  is  also  the  solution  for  clinics  and  group 
practices  which  may  be  in  violation  of  the  new  pension  laws 

y 


STAFF  LEASING,  INC. 

The  Staff  Leasing  Company 


IN  TEXAS  CALL 
(214)  343-8682 


IN  OKLAHOMA  CALL 
(405)  943-3310 


POST  OFFICE  BOX  31207 
DALLAS,  TEXAS  75231 


POST  OFFICE  BOX  12373 
OKLAHOMA  CITY,  OKLAHOMA  73157 
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EPRESSED  PATIENTS  WHO  ARE 

ALSO  ANXIOUS''^ 


Most  depressed  potierifs  are  also  anxious. . . 

Some  authors  estimate  that  70%  of  all  nonpsychotic  patients  with  symptoms  ot 
depression  have  concomitant  symptoms  ot  anxiety.'  ^ One  author  found  a distinct 
correlation  between  anxiety  and  depression  scores  in  100  nonpsychotic  outpatients 
administered  the  Minnesota  Multiphasic  Personality  Inventory  in  a general  psychiatric 
clinic.^  As  depression  scores  increased,  so  did  anxiety  scores.  No  attempt  was  made 
to  select  patients  other  than  to  exclude  psychotics. 

but  not  psychotic 

The  logic  ot  treating  both  components  of  anxious  depression  is  clear.  Antipsychotics, 
like  the  phenothiazines,  however,  carry  a well-documented  risk  ot  tardive  dyskinesia.* 
Because  ot  this,  an  ARA  Task  Force  recently  recommended  the  judicious  use  ot  pheno- 
thiazines in  cases  other  than  chronic  psychosis  or  the  use  ot  alternative  treatments. 

A better  way  to  give  relief 

Limbitrol  combines  the  specific  anxiolytic  action  ot  Librium®  (chlordiazepoxide 
HCI/Roche) — a benzodiazepine  with  a long  history  of  sate  use — with  the 
antidepressant  action  ot  amitriptyline,  a tricyclic  ot  established  clinical  efficacy.  In 
comparison  to  phenothiazines,  Limbitrol  and  its  components  have  rarely  been 
associated  with  tardive  dyskinesia  or  other  extrapyramidal  side  effects.  And  in  terms 
of  rapid  response  and  patient  compliance,  Limbitrol  appears  to  be  superior  to 
amitriptyline  alone.  Controlled  multiclinic  studies  showed  Limbitrol  relieved  more 
symptoms  more  rapidly  than  did  amitriptyline.®  Despite  a higher  incidence  of 
drowsiness,  the  dropout  rate  due  to  side  effects  was  lower  with  Limbitrol.  (See 
adverse  reactions  section  in  summary  at  product  information  on  next  page.  As 
with  any  CNS-acting  agent,  patients  should  be  cautioned  about  driving  or  using 
dangerous  machines  while  on  therapy  with  Limbitrol.) 

References:  1.  Rickels  K:  Drug  treatment  of  anxiety  in  Psychopharmacology  in  the  Practice  of  Medicine, 
ed.  Jarvik  ME  New  York,  Appleton-Century-Crofts,  1977,  p.  316  2.  Schatzberg  AF,  Cole  JO  Benzodiaze- 
pines in  depressive  disorders.  Arch  Gen  Ps/c/j/o/zy  35.1359-1365,  1978  3.  5oghorn  J:  The  anxiety- 
depression  syndrome.  Psychosomatics  //  438-441,  1970.  4.  The  Task  Force  on  Late  Neurological  Effects 
of  Antipsychotic  Drugs;  Tardive  dyskinesia,  summary  of  a task  force  report  of  the  American  Psychiatric 
Association.  Am  J Psychiatry  /37: 11 63-1 172,  1980  5.  Feighner  JP  ef  o/  A placebo-controlled  multi- 
center  trial  of  Limbitrol  versus  its'components  (amitriptyline  and  chlordiazepoxide)  in  the  symptomatic 
treatment  of  depressive  illness.  Psychopharmacology  61  2]7 -22b,  1979. 


In  moderate  depression  and  anxiety 

Limbitrd 

Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 


€ 


(os  the  hydrochloride  salt) 


Relief  without  a phenothiazine 

Please  see  summary  of  product  information  on  next  page. 


LIMBITROL®  TABLETS  Tranquilizer-Antidepressant 

Before  prescribing,  pieose  consult  complete  product  information. 

0 summary  of  which  follows: 

Indications:  Relief  of  moderofe  fo  severe  depression  associated  with  moderote 
to  severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic 
ontidepressonts  Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  of  MAO  inhibitors  since  hyperpyretic 
crises,  severe  convulsions  and  deaths  hove  occurred  with  concomitant  use, 
then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is 
achieved  Contraindicated  during  acute  recovery  phase  following  myocardial 
infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or 
ongle-closure  glaucoma  Severe  constipation  may  occur  in  patients  taking 
tricyclic  antidepressants  and  anticholinergic-type  drugs  Closely  supervise 
cardiovascular  patients  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high 
doses  Myocardial  infarction  and  stroke  reported  with  use  of  this  class  of 
drugs  ) Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving) 

Usage  In  Pregnancy:  Use  of  minor  tronquiiizers  during  the  first 
trimester  shouid  oimost  aiwoys  be  avoided  because  of  increased 
risk  of  congenitoi  malformations  as  suggested  In  several  studies. 
Consider  possibility  of  pregnancy  when  instituting  therapy;  advise 
patients  ta  discuss  therapy  it  they  intend  to  or  do  become  pregnant. 
Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been 
reported  rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symptoms 
following  discontinuation  of  either  component  alone  have  been  reported 
(nausea,  heodache  and  malaise  tor  amitriptyline,  symptoms  [including 
convulsions]  similar  fo  those  of  barbiturate  withdrawal  for  chlordiazepoxide) 
Precautions:  Use  with  coution  in  patients  with  a history  of  seizures,  in 
hyperthyroid  patients  or  those  on  thyroid  medication,  and  in  patients  with 
impaired  renol  or  hepatic  function  Because  of  the  possibility  of  suicide  in 
depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these 
patients  Periodic  liver  function  tests  and  blood  counts  are  recommended 
during  prolonged  treatment  Amitriptyline  component  may  block  action  of 
guanethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery  Limit  concomitant  administration  of 
ECT  to  essential  treatment  See  Warnings  tor  precautions  about  pregnancy 
Limbitrol  should  not  be  token  during  the  nursing  period  Not  recommended 
in  children  under  12 

In  the  elderly  and  debilitated,  limit  to  smallest  effective  dosage  to  preclude 
ataxia,  oversedotion,  confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  ore  those  associated  with  either 
component  alone  drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating  Less  frequently  occurring  reactions  include  vivid 
dreams,  impotence,  tremor,  confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
hove  been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunction  have  been  observed 
rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but 
requiring  consideration  because  they  hove  been  reported  with  one  or  both 
components  or  closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myo- 
cardial infarction,  arrhythmias,  heart  block,  stroke 
Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  halluci- 
nations, hypomanio  and  increased  or  decreased  libido 
Neurologic:  Incoordination,  ataxia,  numbness,  tingling  and  paresthesios  of  the 
extremities,  extrapyromidol  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  of  accommodation,  parol^ic  ileus,  urinary 
retention,  dilatation  of  urinary  tract 

Allergic  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue, 
pruritus 

Hematologic  Bone  morrow  depression  including  agranulocytosis, 
eosinophilio,  purpura,  thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis, 
peculiar  taste,  diarrhea,  black  tongue 

Endocrine  Testiculor  swelling  and  gynecomastia  in  the  male,  breast 
enlorgement,  galactorrhea  and  minor  menstrual  irregularities  in  the  female 
and  elevation  and  lowering  ot  blood  sugar  levels 
Other  Headache,  weight  gam  or  loss,  increased  perspiration,  urinary 
frequency,  mydriasis,  jaundice,  alopecia,  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  on 
overdose  Treatment  is  symptomatic  and  supportive  I.V  administration  of  1 to 
3 mg  physostigmine  salicylate  has  been  reported  to  reverse  the  symptoms  ot 
amitriptyline  poisoning  See  complete  product  information  for  monifestation 
and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response 
Reduce  to  smallest  effective  dosage  when  satisfactory  response  is  obtained 
Larger  portion  of  daily  dose  may  be  token  at  bedtime  Single  h.s  dose  may 
suffice  for  some  patients  Lower  dosages  are  recommended  tor  the  elderly 
Limbitrol  10-25,  initial  dosage  of  three  to  four  tablets  doily  in  divided  doses, 
increased  to  six  tablets  or  decreased  to  two  tablets  doily  os  required  Limbitrol 
5-1 2 5,  initial  dosage  of  three  to  four  tablets  doily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 

How  Supplied:  White,  film-cooted  toblets,  each  containing  10  mg  chlor- 
diozepoxide  and  25  mg  amitriptyline  (os  the  hydrochloride  salt)  and  blue, 
film-coated  tablets,  each  containing  5 mg  chlordiazepoxide  and  12  5 mg 
amitriptyline  (as  the  hydrochloride  salt)— bottles  of  100  and  500,  Tel-E-Dose* 
pockages  of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10,  Prescription  Poks  of  50 
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Our  goal  at  National  Medical  Enterprises  is 
to  help  vou  establish  a comfortable  and 
successful  Primary  Care  practice. 

Where  you  waht  it. 

How  you  want  it. 

It’s  a goal  we  achieve  by  offering  you  a 
choice  of  over  60  well  equipped  acute  care 
hospitals  coast  to  coast,  by  offerihg  you 
selected  finahcial  assistance,  and  by  offering 
you  management  consulting  when  you  begin 
your  practice. 

So  whether  you're  interested  in  solo, 
partnership  or  a group  practice,  you  should 
contact  NME. 

we  re  the  experts! 


For  further  Information,  contact: 

Raymond  C.  Pruitt,  director.  Physician  Relations 

National  Medical  Enterprises 

11620  wiishire  Blvd.,  Los  Angeles,  California  90025. 

Toll-Free  800-421-7470 
or  collect  (213)  479-5526. 
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Have  the  new  pension  laws  got  you  down? 
Why  employ  when  you  can  lease? 


Staff  leasing  will  reduce  your  taxes  and  increase  gour  net  earnings 


Your  staff  will  enjoy  superior 
employee -benefits 

• medical  insurance 

• maternity  benefits 

• dental  insurance 

• life  insurance 

• pension  retirement 

• professional  liability  insurance 

• and  more 


Free  yourself  to  select  a benefit 
package  (retirement,  medical  ex- 
pense reimbursement,  insurance, 
etc.)  which  satisfies  and  covers  only 
yourself  without  being  required  to 
provide  the  same  benefits  to  your 
entire  staff. 


• V\/e  are  not  an  employment  agency. 

• We  provide  full-time  staffs  for  clinics,  group  practices  and  sole 
practitioners. 

• We  will  either  hire  your  existing  employees  and  lease  them  back 
to  you  or  hire  new  employees  who  are  acceptable  to  you. 

• We  will  save  you  money,  time  and  effort.  You  merely  write  one 
check  a month  and  we  do  all  the  rest. 

• Our  fee  will  be  significantly  less  than  your  present  employee  cost. 


/ N 

Our  staff  leasing  arrangement  is  also  the  solution  for  clinics  and  group 
practices  which  may  be  in  violation  of  the  new  pension  laws 

V ) 


STAFF  LEASING,  INC. 

The  Staff  Leasing  Company 


IN  TEXAS  CALL 
(214)  343-8682 


IN  OKLAHOMA  CALL 
(405)  943-3310 


POST  OFFICE  BOX  31207 
DALLAS,  TEXAS  75231 


POST  OEEICE  BOX  12373 
OKLAHOMA  CITY,  OKLAHOMA  73157 
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RU-TUSi 

Dispel  the  Clouds  of  Fail  and 


RIHUSS 

TABlfrS 

Each  prolonged  action  tablet  contains:  Phenylephrine  Hydrochloride  25  mg 

• Phenylpropanolamine  Hydrochloride  50  mg  • Chlorpheniramine  Maleote  8 mg 

• Hyoscyamine  Sulfate  0.'I9  mg  • Atropine  Sulfate  0.04  • Scopolamine 
Hydrobromide  O.Ot  mg  • Each  Ru-Tuss  tablet  acts  continuously  for  fO  to  '12  hours. 


Symptomatic  Relief 
of  Sneezing  and 
Nasal  Congestion 

Comprehensive  decongesting,  antihistominic 
and  anti-secretory  reliever  for  patients  with 
nasal,  sinus  and  other  upper  respiratory 
irritation. 

• Eases  breathing  • Reduces  sneezing 

• Reduces  tearing  • Dries  the  drip 
One  tablet  b.i.d.  gives  round-the-clock 
relief  to  adults  and  older  children 

(12  years  and  over). 


EU  EVERS 


Winter  Respiratory  Discomfort 


RIHUSS 

EXPECTORANT 

Each  fluid  ounce  contains:  Codeine  Phosphate  65.8  mg  • (WARNING:  MAY  BE 
HABIT  FORMING)  Phenylephrine  Hydrochloride  30  mg  • Phenylpropanolamine 
Hydrochloride  20  mg  • Pheniramine  Maleate  20  mg  • Pyrilamine 
Maleate  20  mg  • Ammonium  Chloride  200  mg  • Alcohol  5% 


Symptomatic  Relief  of 
Coughing  with  Nasal 
and  Bronchial 
Decongestion 

Full  range  symptom-reliever  for  patients 
with  air  way  congestion  in  the  upper 
chest  as  well  as  the  nose  and  throat. 
• Blocks  the  cough  • Loosens  mucus 
• Reduces  sneezing  • Eases  breathing 
• Tasty  so  ifs  easy  to  take 


To  Relieve  the  Symptoms  i 

of  Winter  Weather  Upper  Respiratory  Distreu 


RIHUSS/RUIUSS 


TABLETS  EXPECTORANT 


RU-TUSS® 

Tablets 

DESCRIPTION 

Each  prolonged  action  tablet  contains 

Phenylephrine  Hydrochloride 

25  mg 

Phenylpropdnoldmine  Hydrochlonde 

50  mg 

Chlorpheniramine  Maleate 

8 mg 

Hyoscyamine  Sulfate 

019  mg 

Atropine  Sulfate 

0 04  mg 

Scopolamine  Hydrobromide 

0 01  mg 

Ru-Tuss  Tablets  act  continuously  for  10  to  12  hours. 

Ru-Tuss  Tablets  are  an  oral  antihistaminic,  nasal  decongestant  and  anti-secretory 
preparation 

INDICATIONS  AND  USAGE  Ru-Tuss  Tablets  provide  relief  of  the  symptoms  resulting  from 
irritation  of  sinus,  nasal  and  upper  respiratory  tract  tissues  Phenylephrine  and  phenyl- 
propanolamine combine  to  exert  a vasoconstrictive  and  decongestive  action  while 
chlorpheniramine  maleate  decreases  the  symptoms  of  watering  eyes,  post  nasal  dnp 
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Talley-Walker 
Hospital  and  Clinic 


Marlow,  Oklahoma 
Physician  Opportunities 

REWARDING  POSITIONS  IN  THE  PRACTICE  OF 
MEDICINE  FROM  A PROFESSIONAL  PERSONAL 
AND  FINANCIAL  POINT  OF  VIEW. 

THESE  POSITIONS  WILL  BE  ASSOCIATED  WITH  A 
CLINIC  WHICH  IS  PART  OF  A HOSPITAL  COMPLEX 
AND  IS  A PART  OF  THE  SAME  BUILDING. 

WE  CAN  OFFER  SUBSTANTIAL  GUARANTEES,  OR 
OTHER  FAVORABLE  ARRANGEMENTS. 

THIS  COMPLEX  IS  LOCATED  IN  MARLOW,  OKLAHOMA, 
WHICH  IS  A LOVELY  AND  BEAUTIFUL 
COMMUNITY  FOR  FAMILY  LIFE. 


AT  THIS  TIME  WE  ARE  IN  NEED  OF: 

• FAMILY  PRACTITIONERS 

• GENERAL  SURGEON 

• OBSTETRICIAN/GYNECOLOGIST 

• PEDIATRICIAN 


For  Additional  Information  Please  Contact; 

Talton  L.  Francis,  Administrator 
Talley-Walker  Hospital 
501  North  Fourth  Street 
Marlow,  Oklahoma  73055 

Phone  — 405/658-6601 
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$300,000  of  Protection 

Includes: 

1.  Life  Insurance 

2.  Accidental  Death 

3.  Accidental  Death  by  Common  Carrier 

4.  Coverage  for  loss  of  a limb 

5.  Waiver  of  premium  included 

6.  Economical  rate;  varies  by  age 

Specially  designed  for  OSMA  Members! 

Call  today  about  a plan  for  you! 

Where:  405  236-4681 
Who:  Thomas  A.  Hamilton 

Administrator 

J.  Hawley  Wilson,  Jr. 

OSMA  Group  Life  Insurance  Trust 
500  City  Center  Building 
Oklahoma  City,  Oklahoma  73102 


The  Wilson  Agency 

500  City  Center 
Oklahoma  City,  Oklahoma 

Massachusetts  Mutual  Life  Insurance  Co. 

Springfield,  Massachusetts 
Organized  1851 


The  Surprise  That  Isn’t 

Surprise,  surprise!  Health  care  costs  are 
soaring.  In  the  past  year  Medicare  costs  have 
risen  sharply  with  umpteen  percent  increase  in 
payments  to  physicians,  hospitals  and  drug 
vendors.  As  a nation,  we  are  spending  more  for 
health  care  than  any  nation  on  earth  or  in  his- 
tory. At  the  present  rate  of  climb,  the  costs  of 
Medicare  and  Medicaid  programs  will  bank- 
rupt our  federal  and  state  governments.  This 
shocking  and  thoroughly  unexpected  turn  of 
events  justifies  — even  mandates  — the 
enactment  of  immediate  and  stringent  cost- 
control  measures.  The  options  relating  to  the 
selection  of  such  measures  are  limited,  of 
course.  There  can  be  a freeze  on  payments  to 
the  providers  of  services  or  there  can  be  severe 
restrictions  on  eligibility  for  participation  in 
such  programs.  It  is  not  difficult  to  guess  which 
of  these  options  is  politically  popular  and  — as 
we  say  in  Jargonia  — "viable.” 

Rest  assured,  when  the  decision  is  made,  it 
will  be  the  result  of  simple  process.  It  will  be 
unstudied,  abrupt  and  unfair.  Little  if  any 
notice  will  be  taken  of  such  issues  as  physi- 
cians’ net  incomes,  hospitals’  profits  and  losses 
or  drug- development  and  marketing  costs. 
More  significantly,  the  costs  of  administering 


and  policing  the  programs  themselves  will  not 
be  considered  for  the  simple  reason  that  they 
are  not  known.  Furthermore,  they  would  never 
be  publicized  if  they  were,  through  some  im- 
probable circumstance,  determined.  Such  reve- 
lations are  unpopular  in  the  bureaucracy; 
heretical  in  the  media.  After  all,  the  intima- 
tion that  administrative  costs  are  a major  fac- 
tor in  the  rising  price  of  health  care  is  neither 
documented  nor  cited  in  any  of  the  public  bel- 
lowing about  the  problem.  We  are  allowed  if 
not  encouraged  to  believe  that  pure  greed  on 
the  part  of  physicians,  hospitals  and  the 
pharmaceutical  industry  is  wrecking  the 
wisely  conceived,  efficiently  administered  and 
fiscally  sound  Medicare/Medicaid  programs. 

Just  once,  it  would  be  refreshing  to  see  a 
best-estimate  of  the  total  cost  of  administering 
these  programs  publicized,  together  with  a 
year- by-year  tally  of  their  increases.  Then, 
perhaps,  we  would  have  a more  accurate  un- 
derstanding of  what  should  be  frozen  and  what 
should  be  capped.  Then,  we  could  all  be  sur- 
prised. 

As  it  is,  there  are  no  real  surprises.  The 
crazy  spiral  of  Medicare  costs  was  foreseen  and 
predicted  years  ago.  It  was  clearly  demon- 
strated in  other  nations  decades  before  we  un- 
dertook such  ventures. 

Surprise!  There  are  no  surprises.  MRJ 
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The  key  issues  consi- 
dered by  the  AMA  House 
of  Delegates  at  the  De- 
cember Interim  Meeting 
in  Las  Vegas  affect  both 
the  medical  profession  as 
a whole  and  each  of  us  in- 
dividually as  practicing 
physicians.  I would  like  to 
take  this  opportunity  to 
highlight  some  of  those  issues  and  to  invite 
your  comments  and  inquiries  about  them. 

The  AMA  Council  on  Scientific  Affairs  sub- 
mitted reports  on  issues  of  general  interest  to 
physicians  and  to  the  public.  Chief  among 
them  was  a report  calling  for  improved  care  for 
homosexual  patients.  It  concludes  that  non- 
judgmental  recognition  of  sexual  orientation 
enhances  the  physician’s  ability  to  provide  op- 
timal patient  care  in  health  as  well  as  in  ill- 
ness. Other  scientific  reports  dealt  with  the  es- 
tablishment of  guidelines  for  estrogen  re- 
placement in  menopausal  women,  the  causa- 
tive factors  of  depression,  especially  among 
women,  and  the  progress  in  DMSO  research. 

On  the  subject  of  health  care  coalitions,  the 
House  endorsed  a statement  by  six  national 
organizations  encouraging  the  development  of 
voluntary  health  care  coalitions.  The  state- 
ment urges  local  coalitions  to  analyze  re- 
sources and  develop  projects  to  seek  solutions 
to  health  care  problems.  This  action  has  sig- 
nificant implications  for  the  medical  profes- 
sion. These  coalitions  represent  a continuation 
of  the  AMA  corporate  liaison  activity  begun 
three  years  ago.  Other  participating  organiza- 
tions include  the  American  Hospital  Associa- 
tion, Blue  Cross  and  Blue  Shield,  the  Business 
Roundtable,  the  Health  Insurance  Association 
of  America,  and  the  AFL-CIO. 

The  House  of  Delegates  received  two 
comprehensive  reports  on  "pro-competi- 
tion/consumer  choice”  health  care  proposals 
being  considered  by  the  Administration  and 
Congress.  In  adopting  the  reports,  the  House 
renewed  AMA’s  strong  concern  that  such  legis- 
lation be  monitored  carefully  to  assure  the  con- 
tinued strength  of  the  existing  system  of  free 
enterprise  medicine. 

Voluntary  peer  review  was  another  issue 
considered  by  the  House.  Delegates  reaffirmed 
medicine’s  continuing  commitment  to  the  de- 


velopment and  maintenance  of  voluntary,  pro- 
fessionally directed  peer  review.  In  a related 
action,  the  House  adopted  a set  of  principles  for 
voluntary  peer  review.  Their  objective  is  to  as- 
sure the  quality  and  appropriateness  of  medi- 
cal services. 

In  the  area  of  continuing  medical  education, 
the  House  adopted  tighter  standards  for  CME 
accreditation.  Final  approval  was  withheld 
until  the  House  has  an  opportunity  to  review 
the  handbook  that  will  be  used  to  implement 
the  standards. 

Another  issue  that  is  receiving  increased  na- 
tional attention  from  both  the  medical  profes- 
sion and  the  public  deals  with  the  aftermath  of 
nuclear  war.  The  House  of  Delegates  adopted  a 
board  report  recommending  the  AMA  inform 
the  President  and  the  Congress  of  the  medical 
consequences  of  nuclear  war.  The  action  also 
directed  the  AMA  to  educate  physicians  and 
the  public  on  the  issue. 

In  other  actions,  the  House  of  Delegates: 

• endorsed  model  legislation  to  ban  the 
manufacture,  sale,  and  distribution  of  "look- 
alike”  drugs. 

• opposed  proficiency  testing  programs  by 
the  Secretary  of  Health  and  Human  Services  to 
determine  the  qualifications  of  clinical 
laboratory  and  other  health  care  personnel 

• called  for  continued  monitoring  of  federal 
regulations  affecting  the  practice  of  nuclear 
medicine 

• supported  legislation  to  delete  the  three- 
day  prior  hospitalization  requirement  for  pro- 
viding extended  care  facility  benefits  under 
Medicare 

• opposed  federal  intervention  into  physi- 
cians’ prescribing  practices 

• encouraged  further  scientific  studies  on  the 
effects  of  acid  precipitation 

• supported  adequate  funding  of  biomedical, 
behavioral,  and  clinical  research  activities 

• adopted  a policy  emphasizing  the  right  of 
hospitalized  patients  to  choose  their  own 
physicians 

• requested  further  study  of  the  issue  of 
competition  between  hospitals  and  physicians. 

As  you  can  see,  the  issues  taken  up  at  the 
Interim  Meeting  were  as  numerous  as  they 
were  diverse.  Because  they  affect  us  both  as 
physicians  and  as  citizens,  it  is  essential  that 
you  let  OSMA’s  leadership  know  what  your 
views  are  about  these  and  other  issues.  Our  job 
is  to  represent  you,  but  to  do  so  properly,  we 
need  your  help.  Communication  is  a two-way 
street,  and  half  of  that  street  belongs  to  you. 

Oklahoma  State  Medical  Association 
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Hydrogen  Sulfide  Poisoning 
Report  of  Four  Cases  and  Brief  Review 

of  the  Literature 


JERRY  B.  VANNATTA,  MD 

Presented  are  four  patients  who  suffered 
hydrogen  sulfide  (HiS)  poisoning.  This 
unexpected  and  unusual  accident  occurred 
in  an  industrial  setting.  All  patients  were 
treated  on  an  emergency  basis  with 
intravenous  and  inhaled  nitrites,  and  all 
survived.  Included  is  a discussion  of  the 
pathophysiology  of  this  problem  and  the 
rationale  for  its  therapy. 

INTRODUCTION 

Hydrogen  sulfide  (H2S)  poisoning  has  been 
known  to  industry  for  many  years.  It  is  well 
known  to  the  oil  and  gas  industry  as  a highly 
lethal  occupational  hazard.  Coincident  with 
the  increase  in  oil  and  gas  exploration  in 
Oklahoma  over  the  past  five  years,  we  might 
expect  exposure  to  this  potentially  lethal  gas  to 
increase. 

From  the  Office  of  Medical  Education,  Presbyterian  Hospital.  Northeast 
Thirteenth  at  Lincoln  Boulevard.  Oklahoma  City,  Oklahoma  73104  and  the 
Department  of  Medicine.  University  of  Oklahoma  College  of  Medicine. 


Recent  evidence  in  laboratory  animals  shows 
that  treatment  with  nitrites  is  effective  in  H2S 
poisoning.  A heightened  awareness  among  the 
medical  profession  in  areas  of  high  risk  is  war- 
ranted, and  might  be  provided  at  least  par- 
tially by  this  case  report  and  brief  literature 
review. 

CASE  REPORTS 

On  February  6,  1981,  an  accident  occurred  at 
an  oil  refinery  in  south  central  Oklahoma 
which  exposed  four  employees  to  high  concent- 
rations of  H2S  gas. 

A propane  tank,  used  to  store  finished  pro- 
duct, was  taken  out  of  service  for  cleaning  be- 
cause it  was  thought  to  be  contaminated  with 
hydrofluoric  acid.  The  tank  was  isolated, 
steamed,  and  washed  for  several  days.  Safety 
engineers  tested  the  tank  for  H2S  gas  prior  to 
sending  the  workers  into  the  tank.  The  atmos- 
phere inside  the  tank  was  negative  for  H2S  and 
an  oximeter  recorded  20.5%  O2.  Therefore, 
three  employees  were  sent  into  the  tank  with- 
out fresh  air  breathing  apparatus  because  it 
was  felt  unnecessary.  They  were  scraping 
sludge  off  the  bottom  of  the  tank  from  one  end 
to  the  other.  After  working  approximately  15 
minutes,  one  employee  remarked  that  he 
tasted  something  odd  and  suggested  they  leave 
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the  tank  immediately.  One  employee  got  out  of 
the  tank,  but  the  other  two  lost  consciousness 
and  fell  to  the  bottom.  An  employee,  stationed 
outside  the  tank  for  safety  reasons,  climbed 
into  the  tank  to  attempt  a rescue.  He  was  not 
wearing  breathing  apparatus,  was  rapidly 
overcome,  and  lost  consciousness.  Shortly 
thereafter  a safety  engineer  made  an  attempt 
to  rescue  the  three  employees.  He  was  over- 
come by  the  gas  and  lost  consciousness.  Fi- 
nally, a rescuer  with  fresh  air  pack  made  a 
successful  rescue.  All  four  victims  were  uncon- 
scious, and  basic  cardiopulmonary  resuscita- 
tion (CPR)  was  begun.  Only  one  victim, 
number  4 in  Table  1,  was  felt  to  be  in  car- 
diopulmonary arrest  at  the  site.  All  victims 
were  immediately  transferred  to  the 
emergency  room  where  they  were  treated  with 
nasal  oxygen,  amyl  nitrite  by  inhalation  and 
sodium  nitrite  intravenously.  They  each  also 
received  one  amp  of  sodium  bicarbonate  in- 
travenously. Victim  #4  required  intubation 
and  was  noted  to  have  pulmonary  edema.  All 
four  had  severe  metabolic  acidosis,  as  noted  in 
Table  1.  After  stabilization  they  were  transfer- 
red to  Oklahoma  City  and  admitted  to  inten- 
sive care  units.  Victims  1,  2,  and  3 all  had 
normalized  acid-base  status  by  the  time  they 
were  admitted.  Victim  #4  still  had  an  anion 
gap  of  20.  (Table  2) 

Also  of  interest  is  that  serum  CPK,  LDH, 
and  SCOT  were  elevated  in  three  of  the  four 
victims.  This  is  thought  to  be  a result  of 
skeletal  muscle  necrosis  as  the  CPK  isoenzyme 
determination  yielded  100%  skeletal  muscle 
fraction.  Even  in  the  face  of  these  elevated  en- 
zymes, myoglobin  was  not  detected  in  the 
serum  or  urine  of  patients  1,  2,  or  3.  Myoglobin 
was  not  measured  in  patient  4. 

Methemoglobin  levels,  as  shown  in  Table  2, 
were  elevated  in  patients  1,  2,  and  3.  It  was  not 
measured  in  patient  4.  This  elevation  of  serum 
methemoglobin  is  a reflection  of  the  nitrite 
therapy  received  in  the  emergency  room. 

Victims  1,  2,  and  3 were  conscious  and 
oriented  within  ten  hours  of  the  accident.  Vic- 

Table  1 

ADMISSION  TO  EMERGENCY  ROOM  (10:00  AM) 
(45  Minutes  after  Exposure) 

Patient  12  3 4 

Arterial  pH  7.09  7.20  7.20  7.18 

Anion  Gap  28  26  24  24 


ADMISSION  TO 

INTENSIVE  CARE  UNIT  (1:30  PM) 


Patient 

1 

2 

3 

4 

Arterial  pH 

7.35 

7.42 

7.42 

7.43 

Anion  Gap 

15 

14 

16 

20 

CPK  (35-232  lU/L) 

702 

7,480 

3,600 

101 

LDH  (80-190  lU/L) 

186 

418 

458 

86 
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tim  4 was  unconscious  for  48  hours,  but  upon 
regaining  consciousness  was  oriented  and 
alert.  His  pulmonary  edema  resolved,  and  he 
was  discharged  on  the  fifth  hospital  day.  Vic- 
tims 1,  2,  and  3 are  currently  back  at  work 
with  no  known  sequelae,  and  victim  4 is  still 
off  work  with  some  problems  relating  to  head- 
ache and  nervousness,  but  no  evidence  of  seri- 
ous neurologic  sequelae. 

Subsequent  to  the  transfer  of  these  em- 
ployees to  the  hospital,  plant  safety  engineers 
re-examined  the  tank  for  H2S  gas  and  200  ppm 
were  detected.  They  found  this  a very  curious 
problem.  A sample  of  the  sludge  from  the  tank 
was  collected  in  a tight  container.  Several 
hours  later  the  lid  was  removed  and  the  air  just 
above  the  container  tested  for  H2S.  It  was 
negative  (0  ppm).  Then  the  sludge  was  stirred 
and  retested.  The  air  above  the  container  con- 
tained 100  ppm  H2S.  The  sludge  was  analyzed 
and  found  to  contain  the  following; 

pH  — 4.5 
Iron  (Fe)  — 3.0% 
Potassium  (K)  — 19.3% 
Sulfur  (S)  — 16.3% 
It  is  felt  that  the  acid  was  mixed  by  the  work- 
men with  potassium  sulfide  and  iron  sulfide, 
thereby  releasing  H2S  gas. 

DISCUSSION 

Hydrogen  sulfide  poisoning  occurs  in  many 
industries.  Among  them  are:  mining,  tanning, 
rubber  vulcanizing,  rayon  production,  glue  and 
felt  production,  and  sewer  work.  The  term 
"sewer  gas”  refers  to  the  commonly  recognized 
rotten  egg  smell  encountered  around  sewers. 

Hydrogen  sulfide  gas  results  from  the  in- 
complete oxidation  of  sulfur  containing  pro- 
tein. It  is  also  released  when  earth  metal  sul- 
fides are  exposed  to  an  acid  in  solution.  This  is 
what  is  believed  to  have  happened  in  this  case. 
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The  clinical  manifestations  of  H2S  exposure 
are  dose  related.  At  low  concentration  (0.3  ppm 
of  air  by  volume),  it  simply  has  the  noxious 
odor  of  rotten  eggs  or  sewer  gas.  At  20-30  ppm 
the  odor  is  intense  but  not  intolerable.  150  ppm 
is  associated  with  olfactory  paralysis,  and  at 
200  ppm,  with  pulmonary  edema.  If  the  expos- 
ure is  prolonged  or  the  concentration  high,  it 
can  be  fatal.  At  levels  of  600-700  ppm  rapid 
collapse  occurs,  and  above  700  ppm,  cessation 
of  respiration  which  is  rapidly  fatal.' 

It  is  quite  difficult  to  study  the 
pathophysiologic  effects  of  a poison  such  as 
H2S.  In  most  case  reports,  the  sequence  of 
events  is  so  rapid  that  pathophysiologic  data 
are  nearly  nonexistent. 

However,  a review  of  some  of  the  clinical  ex- 
perience is  instructive.  It  is  commonly  reported 
that  the  two  most  important  factors  in  deter- 
mining clinical  severity  are:  1)  concentration 
of  the  gas,  and  2)  time  of  exposure.  Exposure  to 
a high  vapor  concentration,  eg,  1000  ppm  can 
lead  to  abrupt  loss  of  consciousness,  and 
prompt  removal  can  lead  to  an  equally  abrupt 
recovery  of  consciousness.  (However,  exposure 
to  this  high  concentration  for  a few  minutes 
can  lead  to  death.)  It  is  helpful  to  view  H2S 
toxicity  as  having  two  components 
pathophysiologically: 

1)  Local  irritation 

2)  Subcellular  toxicity 

Local  irritation  leads  to  many  of  the  im- 
mediate symptoms  which  have  been  reported 
by  Bennett,^  et  al.  They  reported  221  cases  of 
H2S  toxicity  among  workers  in  the  oil  and  gas 
industry  in  Canada.  Loss  of  consciousness  was 
reported  in  74%,  dysequilibrium  in  17%, 
nausea  and  vomiting  in  13%  and  other  symp- 
toms included  headache,  cough,  conjunctivitis, 
weakness,  dyspnea,  and  convulsions.  Pulmo- 
nary edema  was  noted  in  20%. 
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Evidence  for  the  subcellular  pathophysiol- 
ogy of  H2S  was  provided  in  1975  by  Nichols. - 
He  demonstrated  that  H2S  inhibits  cytochrome 
oxidase,  the  terminal  enzyme  in  the  mito- 
chrondrial  electron  transport  system.  This,  in 
turn,  inhibits  oxidative  phosphorylation  and 
therefore  aerobic  metabolism  of  energy  sub- 
strate. Thus,  tissue  anoxia  ensues,  rendering 
the  victim  severely  acidotic. 

RATIONALE  FOR  TREATMENT 

It  has  been  known  for  some  time  that 
cyanide  is  an  anion  toxic  to  cytochrome  ox- 
idase, and  that  nitrites,  as  strong  reducing  ag- 
ents, are  successful  in  its  therapy.  Therefore, 
since  H2S  inhibits  cytochrome  oxidase,  it  was 
thought  that  nitrites  might  also  have  efficacy 
in  the  treatment  of  H2S  poisoning.  Smith,  et  aP 
have  demonstrated  in  a variety  of  animal 
species  that  nitrites  are  protective  against  sul- 
fide poisoning.  Smith,  et  al  have  also  shown-^  ' 
that  the  mechanism  for  this  protective  effect  is 
the  generation  of  methemoglobin  which  avidly 
binds  circulating  sulfide,  thereby  producing 
sulfmethoglobin,  and  protecting  cytochrome 
oxidase  from  further  inhibition.  It  has  been 
shown  that  this  sulfmethemoglobin  spontane- 
ously oxidizes  to  water  and  oxides  of  sulfur 
which  are  presumably  nontoxic.  Stine,*  et  al 
have  reported  a case  which  was  successfully 
treated  with  nitrites  and  recommends  its  use 
in  sulfide  toxicity. 

It  should  be  pointed  out  that  the  pigment 
known  as  sulfhemoglobin,  commonly  found  in 
low  concentration  in  humans,  is  in  no  way  as- 
sociated with  sulfide  toxicity.  Exposure  to  sul- 
fide does  not  produce  sulfhemoglobin.  Sulfide 
will  bind  to  methemoglobin  and  that  is  the 
rationale  for  treatment  with  nitrites. 

Following  are  specific  recommendations  for 
therapy: 

1.  Immediately  remove  the  victims  from  H2S 
environment. 

2.  CPR  for  all  victims  who  are  not  breathing 
spontaneously. 

3.  Oxygen  by  external  apparatus  — because 
of  the  high  incidence  of  pulmonary  edema  and 
respiratory  arrest. 

4.  Amyl  nitrite  by  inhalation  15-30  seconds 
of  each  minute  for  those  not  requiring  CPR.  If 
CPR  is  required,  it  should  not  be  interrupted 
for  nitrite  inhalations. 

5.  Sodium  nitrite,  10  cc  of  a 3%  solution  in- 
jected intravenously  over  a two-to-four  minute 
period. 
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Seminar  on  Antibiotics  IX 
Sulfonamide  Compounds 


EVERETT  R.  RHOADES,  MD 

Sulmonamide  preparations  continue  to  be 
useful  antimicrobials  used  for  a wide  range 
of  infections.  Recent  developments  include  a 
combination  with  trimethoprim  with  even\ 

wider  application. 

INTRODUCTION 

The  term  "antibiotic”  denotes  a compound 
derived  from  living  agents  capable  of  destroy- 
ing microorganisms.  Sulfonamides,  therefore, 
are  not  actually  "antibiotics”  but  this  artificial 
distinction  has  less  importance  today  and  sul- 
fonamides are  ordinarily  included  in  discus- 
sions of  antibiotics. 

MECHANISM  OF  ACTION 

Sulfonamides  act  at  an  intracellular  site  dif- 
ferent from  all  the  previously  described  an- 
timicrobics  in  this  series.  Sulfonamides  are 
analogues  of  para-amino  benzoic  acid  (PABA) 
and  as  such  they  inhibit  folic  acid  synthesis  by 
competing  for  dihydrofolic  acid  synthetase. 


Selective  toxicity  is  achieved  by  virtue  of  the 
fact  that  certain  bacterial  cells,  in  contrast  to 
mammalian  cells,  are  impermeable  to  entry  of 
folic  acid,  and  they  must  therefore  synthesize 
folic  acid  from  PABA.  Organisms  which  do  not 
synthesize  folic  acid  are  not  susceptible  to  sul- 
fonamides. The  effects  of  sulfonamides  tend  to 
be  "static”  rather  than  "cidal.” 

PHARMACOLOGIC  PROPERTIES 

Many  sulfonamides,  such  as  sulfanilamide, 
sulfacetamide,  and  sulfadiazine  are  readily  ab- 
sorped  from  the  intestinal  tract,  metabolized  in 
the  liver,  and  excreted  by  the  kidneys.  Other 
sulfas,  such  as  sulfamethoxazole  are  readily 
absorped  but  are  more  slowly  excreted  so  may 
be  given  at  longer  dosage  intervals.  Still 
others,  such  as  sylfamethoxypyridazine  and 
sulfadimethoxine  are  even  more  slowly  ex- 
creted and  may  be  given  once  daily.  Urine  sol- 
ubility is  increased  by  alkalinization.  Sul- 
fonamides readily  penetrate  body  fluids  and 
tissues. 

ANTIMICROBIAL  SPECTRUM  AND  CLINICAL  USE 

The  antimicrobial  spectrum  of  sulfonamides 
is  basically  the  same  for  all  members  of  the 
group.  Some,  such  as  sulfadiazine  and  sul- 
fasoxazole,  are  more  soluble  in  urine  and  tend 
to  be  favored  for  treatment  of  urinary  tract  in- 
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fections,  as  is  a combination  of  sulfonamides. 
Sulfonamides  are  effective  against  a wide 
range  of  gram-positive  organisms  with  the 
notable  exception  of  Streptococcus  fecalis. 
Enterobacteriaceae  tend  to  be  more  or  less  uni- 
formly susceptible,  as  are  many  other  gram- 
negative bacteria.  The  development  of  resis- 
tance by  certain  strains  of  Neisseria  mening- 
itidis has  resulted  in  the  virtual  abandonment 
of  sulfas  in  the  treatment  of  meningococcal 
disease. 

Sulfonamides  are  most  widely  employed 
presently  in  the  therapy  of  urinary  tract  infec- 
tions, and  remain  relatively  inexpensive  ag- 
ents when  compared  to  other  antimicrobials 
used  for  such  purpose.  They  have  been  em- 
ployed for  years  as  alternative  prophylaxis  of 
rheumatic  fever  in  persons  allergic  to  penicil- 
lin. Sulfonamides  were  once  widely  employed 
for  the  treatment  of  shigellosis  but  because  of 
resistance,  are  not  presently  used  for  this.  A 
major  indication  for  sulfonamides  is  infection 
caused  by  chlamydia.  Nocardiosis,  a relatively 
rare  infection,  responds  well  to  prolonged 
courses  of  sulfonamides.  Sulfonamides  are 


often  combined  with  pyrimethamine  in  the 
treatment  of  acquired  toxoplasmosis.  Certain 
sulfonamides  such  as  sulfapyridine  are  useful 
in  ulcerative  colitis.  Finally,  topical  sulfamy- 
lon  and  silver  sulfadiazine  are  used  in  the 
management  of  burns.  Other  topical  uses  in- 
clude treatment  of  conjunctivitis  with 
ophthalmic  preparations,  and  treatment  of 
vaginitis.  It  should  be  remembered  that  topical 
treatment  carries  a greater  risk  of  sensitiza- 
tion. 

PREPARATIONS  OF  SULFONAMIDES 

A great  number  of  sulfonamide  preparations 
are  available  for  topical,  oral,  and  intravenous 
use.  In  addition,  a variety  of  mixtures  of  sul- 
fonamides are  available.  Azo  Gantanol®  and 
Azo  Gantrisin®  are  combinations  of  sulfa  with 
a urinary  tract  analgesic.  Some  special  prep- 
arations and  situations  in  which  sulfonamides 
may  be  useful  are  shown  in  Table  1. 

ADVERSE  REACTIONS  TO  SULFONAMIDES 

Many  adverse  reactions  have  been  as- 
sociated with  sulfonamide  use.  These  include 
agranulocytosis,  aplastic  anemia,  throm- 


Table  1 


SULFONAMIDES  — SOME 
SPECIAL  PREPARATIONS  AND  SITUATIONS 


Sulfonamide  Preparation 

Topical 

Sulfacetamide 
Mafenide  (Sulfamylon) 
Silver  Sulfadiazine 
(Silvadene) 

Triple  Sulfa  Cream 
(Sultrin) 

Sulfisoxazole  Diolamine 
Gastrointestinal  Disorders 
phthalyl  Sulfathiazole 
(Sulfathalidine) 
Sulfasalazine  (Azulfidine) 
Intermediate- Acting 
Sulfamethoxazole 
(Gantanol) 

Skin  Conditions 
Sulfapyridine 
Long-Acting 
Sulfamethoxypyridazine 
( Midicel) 


Use 


ophthalmologic  and  skin,  hut  not  wounds 

wounds  including  hums 

hums 

vaginitis 

vaginitis 

howel  "prep” 
ulcerative  colitis 
ulcerative  colitis 

longer  acting.  Used  in  combination 
with  trimethoprim 

dermatitis  herpetiformis 

urinary  tract  infections 


NOTE;  The  occasional  use  of  trade  names  does  not  imply  an  endorsement  of  any  preparation  and  are 
merely  listed  as  guides.  Other  companies  may  manufacture  the  same  or  similar  products. 
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bocytopenia,  and  hemolytic  anemia.  A number 
of  hypersensitivity  phenomena  may  occur  in- 
cluding erythema  multiforme,  generalized 
rash,  serum  sickness,  and  exfoliative  der- 
matitis. Crystalluria  and  hematuria  may  be 
seen.  Rarely,  periarteritis  or  lupus  may  be  en- 
countered. If  possible,  sulfonamides  should  be 
avoided  during  pregnancy.  Long-acting  sul- 
fonamides have  been  associated  with  Stevens- 
Johnson  syndrome,  a rare  but  occasionally 
fatal  condition. 

TRIMETHOPRIM-SULFONAMIDE  COMBINATIONS 

Trimethoprim,  synthesized  in  1956,  is  re- 
lated to  the  antiparasitic  compound 
pyrimethamine  but  possesses  antibacterial  ac- 
tivity as  well.  Trimethoprim  is  synergistic 
with  sulfonamides  because  of  a blocking  action 
of  purine  metabolism  exerted  at  a point  just 
after  that  blocked  by  sulfonamides.  For  phar- 
macologic reasons  trimethoprim  is  combined 
with  sulfamethoxazole  in  a ratio  of  sulfa-to- 
trimethoprim  of  5:1.  The  generic  name  given  to 
the  combination  is  co-trimoxazole.  It  is  availa- 
ble either  as  Septra®  (Burroughs  Wellcome)  or 
Bactrim®  (Roche).  "Double  strength”  units  are 
also  available. 

SPECTRUM  OF  ACTIVITY  AND  CLINICAL  USE 

A wide  range  of  bacteria  are  inhibited,  in- 
cluding many  gram-positive  cocci,  and  most  of 
the  enterobacteriaceae  including  salmonella 
and  shigella.  Yersinia  are  sensitive  as  are 
strains  oi Hemophilus  influenza,  including  lat- 
ter strains  which  may  be  resistant  to  ampicil- 
lin.  Nocardial  infections  may  respond.  Most 
anaerobes  do  not  appear  to  be  inhibited  by  clin- 
ically achievable  concentrations  of  co- 
trimoxazole.  Resistance  to  trimethoprim  and 
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Table  2 

CLINICAL  USES  OF  CO-TRIMOXAZOLE 
Urinary  tract  infections 

Gram-negative  infections  (often  combined  with 

polymyxin  for  "resistant”  organisms) 

Bronchitis  and  pneumonia 
Staphylococcal  and  streptococcal  infection 
Gonorrhea 

Salmonella  infections  including  typhoid 

Shigellosis 

Cholera 

Nocardiosis 

Toxoplasmosis 

Pneumocystis  infection 

Otitis  media 

sulfonamides  has  been  reported  but  the  level  of 
resistance  to  the  combination  does  not  appear 
to  be  increasing. 

Co-trimoxazole  usually  is  given  orally  at 
12-hour  intervals.  Both  ingredients  are  ex- 
creted by  both  renal  and  non-renal 
mechanisms.  In  patients  with  mild  to  moderate 
renal  dysfunction  the  dose  need  not  be  altered. 
An  intravenous  form  is  available.  Co- 
trimoxazole  is  readily  distributed  throughout 
the  body  with  good  tissue  penetration,  includ- 
ing sputum  and  cerebrospinal  fluid. 

SIDE  EFFECTS 

The  commonest  side  effects  include  mild  gas- 
trointestinal distress,  folate  deficiency 
(anemia),  nephrotoxicity,  and  hypersensitivity 
reactions.  The  drug  should  not  be  used  during 
pregnancy. 

TRIMETHROPRIM 

Trimethoprim  is  available  as  Trimpex® 
(Roche)  or  Proloprim®  (Burroughs-Wellcome). 
It  is  useful  in  the  treatment  of  urinary  tract 
infections  except  when  pseudomonas  is  the 
causative  organism.  The  usual  dose  is  100  mg 
(one  tablet)  every  12  hours.  The  usual  duration 
of  therapy  is  ten  days.  The  same  precautions 
apply  as  for  co-trimoxazole. 
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Medicine  at  Fort  Sill, 
Indian  Territory 
1875  - 1880 


EVERETT  R.  RHOADES,  MD 

The  medical  history  of ''old”  Ft.  Sill 
provides  a unique  picture  of  health  conditions 
in  the  territory  before  statehood.  The 
importance  of  sanitation  and  a safe  source  of 
drinking  water  are  striking. 

INTRODUCTION 

Not  extensively  studied,  the  medical  history 
of  Ft  Sill  constitutes  one  of  the  important 
facets  of  the  early  medical  history  of  Okla- 
homa. In  a previous  report  Rhoades  and 
Bullock'  described  health  conditions  existing 
at  the  time  Ft  Sill  was  established  in  1869.  At 
that  time  medicine,  especially  in  the  military 
services,  resembled  that  practiced  during  the 
Civil  War.  Bullock  and  Rhoades^  subsequently 
reported  the  changes  that  took  place  in  the 
first  five  years  of  the  army  post’s  existence. 
This  "second”  period  of  Ft  Sill’s  history  was 
that  of  continued  frontier  warfare  against 
Kiowa,  Comanche,  Kiowa-Apache,  Cheyenne 
and  Arapaho  warriors  defending  their  reserva- 
tions against  white  intrusion. 


One  of  the  functions  of  Ft  Sill,  Indian  Territ- 
ory after  subjugation  of  the  Indian  tribes  in  the 
area,  was  to  serve  as  an  agency  for  Indians 
whereby  the  provisions  of  the  Medicine  Lodge 
Treaty  could  be  carried  out.  After  the  tribes 
were  finally  settled  on  the  reservation  in 
1874-75,  life  on  the  post  became  that  of  a res- 
ervation peacetime  garrison  and  except  for  a 
rare  expedition,  military  offensives  against  the 
Indians  ceased.  Life  for  the  soldier  at  Ft  Sill  in 
1875  was  abruptly  different  from  that  of  the 
preceding  year.  In  January  there  were  several 
detachments  in  the  field  — but  not  operating 
against  Indians.  This  time  the  soldiers  were  in 
the  field  looking  for  horse  thieves  who  were 
preying  upon  the  Indians! 

HEALTH  CONDITIONS  AT  FT  SILL,  1875 

An  excellent  summary  of  health  conditions 
on  the  post  at  this  time  is  contained  in  the  re- 
port of  Surgeon  F.L.  Town  to  the  commanding 
officer': 

Post  Hospital 
Ft  Sill,  Ind  Ty 
Jan  25,  1875 

To  the  Commanding  Officer 
Ft.  Sill 

Sir:  In  compliance  with  Genl.  orders  No. 
125  series  of  1874  from  A.F.O.,  I have 
carefully  examined  into  the  sanitary  con- 
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ditions  of  the  post  and  would  respectfully 
submit  the  following  report. 

Quarters  and  Buildings 
Police  generally  good.  The  refuse  how- 
ever, in  some  of  the  company  grounds  is 
not  removed. 

Character  of  Cooking  of  Rations 
Owing  to  the  low  range  of  temperature 
the  last  few  months  the  quantity  of  water 
supplied  to  companies  has  been  insuffi- 
cient. Quality  good. 

Drainage 

The  drainage  being  entirely  surface,  ad- 
ditional barrels  are  required  in  some  of 
the  companies  to  receive  the  slops  from 
the  kitchens,  which  in  some  cases  have 
been  apparently  thrown  on  the  ground. 

Washing  and  Habits  of  the  Men 
Clothing  apparently  sufficient  as  a rule. 

In  regard  to  the  habits  of  the  men  it  would 
appear  there  is  almost  no  provision  in  the 
companies  for  the  men  to  wash  their 
hands  and  faces  and  I would  respectfully 
suggest  whether  basins  and  towels  might 
not  be  purchased  from  the  company  fund 
— and  if  so  would  recommend  that  a 
bench  provided  with  basins  should  be 
placed  either  in  the  yard  or  dining  room 
of  the  different  companies. 

Other  Recommendations 
I would  respectfully  state  that  I find  the 
privies  attached  to  the  companies  gener- 
ally in  bad  condition,  with  excrement  or 
urine  on  the  seats  and  floors,  — The  uri- 
nals are  not  properly  constructed  and 
some  of  them  are  also  out  of  repair.  I 
would  suggest  that  if  one  man  in  each 
company  might  be  placed  in  charge  of  the 
privy  and  required  to  cleanse  the  floors 
and  seats  frequently  their  condition 
would  be  made  comparatively  wholesome. 

I would  also  respectfully  recommend  that 
the  boxes  be  emptied  somewhat  oftener  — 
for  instance  every  second  day  in  all  of  the 
companies  regularly. 

Very  Respectfully, 

Your  obt.  servant 

signed  F.  L.  Town 
Surgeon  USA 

It  can  be  seen  that  the  surgeon  was  preoc- 
cupied with  the  most  basic  public  and  en- 
vironmental health  problems.  In  addition  to 
the  daily  sick  call  and  care  of  patients  in  the 


hospital,  the  physician  was  also  the  sanitary 
engineer. 

In  addition  to  providing  a medical  chronicle, 
the  notes  of  the  post  surgeon  provide  vignettes 
of  daily  garrison  life.'*: 

Feb.  26  The  remainder  of  the  hostile 
Kiowas,  68  warriors  and  180  women  and 
children  with  475  ponies  arrived  in  the 
post  as  prisoners  — having  surrendered 
themselves  on  19th  inst.  to  a party  of 
scouts  and  Comanches  with  Asa-hab-bet 
at  their  head. 

Feb.  27  . . . ponies  sold  at  auction. 

March  22  Col.  R.  S.  MacKenzie,  4th  Cav. 
assumed  command  of  the  post  relieving 
Lt.  Col  J.  W.  Davidson  10th  Cav.  (Ranald 
MacKenzie  was  one  of  the  prominent  In- 
dian fighters  of  the  frontier  wars). 

April  Lt.  R.  G.  Carter,  sick  call,  varicose 
veins  (Carter  wrote  the  classic  "On  the 
Border  with  MacKenzie.”  During  this 
period  he  was  given  sick  leave  for  several 
months. 

May  22  — Kicking  Bird,  one  of  the  prin- 
cipal chief  of  the  Kiowas,  died  suddenly 
May  4th,  supposed  to  have  been  poisoned 
by  strychnia  — probably  through  jealousy 
or  the  anger  of  some  of  his  tribe.  Kicking 
Bird  was  far  above  any  of  his  own  nation, 
or  of  the  Comanches,  even,  in  general  in- 
telligence, of  fine  physique  and  a prepos- 
sessing countenance.  He  had  been  to  a 
great  extent,  relied  upon  in  discriminat- 
ing what  Indians  of  those  surrendering, 
were  most  guilty  of  outrages  and  murders 
within  the  last  few  years  — and  who, 
about  75  in  number,  have  been  sent  in 
irons  to  Fort  Leavenworth,  and  from 
there  to  Fort  Marion,  Florida.  Kicking 
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Bird  had  shown  himself  a courageous  and 
skillful  leader  in  action  against  troops; 
particularly  with  reference  to  the  fight 
with  Captain  McLellan,  6th  Cavy.  on  Lit- 
tle Washita,  Texas,  in  the  summer  of 
1870. 

The  Kiowa  version  of  Kicking  Bird’s  death  is 
that  the  great  medicine  man,  "Mamanti” 
placed  a "hex”  on  Kicking  Bird  for  designating 
those  Kiowas  to  be  sent  to  prison  at  Ft  Marion, 
Florida.  The  use  of  poison  was  foreign  to  Kiowa 
tradition. 

A summary  of  disease  for  this  year  is  shown 
in  Table  1 which  lists  the  deaths  and  medical 
reasons  for  discharge  from  the  service.  The  de- 
vastating effects  of  valvular  diseases  of  the 
heart  are  apparent. 

A great  deal  of  the  post  surgeon’s  duties  were 
related  to  seeking  support  for  adequate  sanita- 


Table  1 

FT  SILL  — 1875 

DEATHS 

INFLAMMATION  OF  LUNGS 
ACUTE  DIARRHEA 
QUARTAN  FEVER  AND  CHRONIC 
HEPATITIS 
DROWNING 

GUNSHOT  WOUND,  THORAX 
(FROM  A QUARREL) 

SUICIDE 

CHRONIC  DIARRHEA 

DISCHARGES 
VALV.  DISEASE  HEART 
VALV.  DISEASE  HEART 
VALV.  DISEASE  HEART 
INFLAMM.  OF  ENDOCARDIUM 
AMPUTATION  RT.  FOREARM 
FOLLOWING  WRIST  INFLAMMATION 
INGUINAL  HERNIA 
VALV.  DISEASE  HEART 
REMITTENT  FEVER 
CONSTITUTIONAL  SYPHILIS 
VALV.  DISEASE  HEART 
INFLAMM.  OF  PLEURA 
MALARIOUS  CACHEXIA 
CONSTITUTIONAL  SYPHILIS 
PILES 

VALV.  DISEASE  HEART 
VALV.  DISEASE  HEART 
VALV.  DISEASE  HEART 
MALARIAL  CACHEXIA 
VALV.  DISEASE  HEART 
CHRONIC  DIARRHEA 


tion  for  the  troops.  Almost  every  month  the 
report  asked  for  better  facilities.  Water  and 
adequate  drainage  of  the  surrounding  land 
were  items  which  occupied  the  attention  of  the 
surgeon^: 

Amount  and  Quality  of  the  Water  Supply 
The  quantity  of  water  brought  daily  to 
companies  appears  to  be  sufficient.  The 
recommendations  of  last  month  in  regard 
to  sheltering  the  water  barrels  from  the 
sun  and  providing  covers  to  exclude  the 
dust,  are  respectfully  renewed.  As  it  is 
conceded  to  be  of  very  great  importance  to 
the  health  of  individuals  that  the  water 
furnished  for  drinking  and  domestic  pur- 
poses should  be  preserved  as  free  as  pos- 
sible from  organic  impurities,  it  is  be- 
lieved that  the  camping  of  troops  or  In- 
dians above  the  post  on  Medicine  Creek, 
which  afford  the  water  supply  of  the  gar- 
rison, is  very  liable  to  result  in  the  intro- 
duction of  various  organic  matters  into 
the  water,  and  influence  the  health  of  the 
command  unfavorably.  Likewise  the  wat- 
ering of  public  animals  in  or  near  the  loc- 
ality from  which  water  is  brought  is  also 
likely  to  result  in  a certain  amount  of  con- 
tamination. Also  the  watering  of  large 
numbers  of  animals  daily  above  the  post 
has  occasioned  the  distribution  of  deposits 
of  fine  sediment  containing  more  or  less 
animal  matter  along  the  bed  of  the  creek. 
Where  it  flows  immediately  by  the  post, 
this  sediment  is  exposed  to  decomposition 
as  the  season  advances,  since  the  volume 
of  the  creek  dwindles  in  mid-summer  to  a 
feeble  current,  which  mostly  percolates 
beneath  the  gravel.  During  the  past  sea- 
son the  bed  of  the  creek  was  observed  in 
an  unsanitary  condition  from  this  cause, 
and  emitted  a decidedly  unpleasant  odor. 

DRAINAGE 

It  is  thought  that  the  use  of  the  covered 
drain  which  runs  immediately  in  the  rear 
of  the  company  kitchens  on  the  west  side 
of  the  garrison  is  likely  to  seriously  im- 
peril the  health  of  the  command.  Subse- 
quent to  its  construction  it  was  found  that 
the  drain  would  unavoidably  become 
clogged  (sic),  and  overflow,  and  that  the 
decomposition  of  the  slops,  and  more 
especially  perhaps  the  garbage  and  frag- 
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merits  of  meat  which  the  cooks  could  not 
be  prevented  from  throwing  into  the 
drain,  gave  rise  to  an  exceedingly 
pungent  and  offensive  effluviam,  which 
came  up  through  the  gratings  and  also 
from  the  prairie  bottom  just  beyond  the 
guardhouse  upon  which  the  contents  of 
the  drain  flow,  and  pervaded  the  entire 
post,  the  drain  proper  terminates  and  dis- 
charges its  contents  of  the  slops  just 
beyond  the  barracks.  These  emanations 
were  considered  so  likely  to  be  productive 
of  most  mischievous  results  — and  might 
even  originate  an  epidemic  — that  the 
use  of  the  drain  was  discontinued  and  the 
gratings  securely  planked  over,  the  open- 
ings have  not  since  been  uncovered  until 
the  arrival  of  the  present  command,  and 
during  the  past  month.  After  the  shower 
last  evening  a distinctly  septic  odor  hung 
around  the  post,  and  more  particularly 
about  the  hospital  and  grounds,  which 
has  been  traced  to  this  drain,  the  wind 
being  from  that  direction  . . . Zinc  lined 
privy  boxes  are  again  requested  . . . 

1876 

The  summer  of  1876  was  associated  with  a 
great  number  of  cases  of  "intermittent  fever” 
which  prompted  an  inquiry  by  the  Medical  Di- 
rector of  the  Department  of  Missouri.  The  reply 
by  Surgeon  Town  gives  a comprehensive  view 
of  the  situation  at  Ft  Sill  as  it  applies  to  the 
prevailing  concepts  of  malaria  and  other  ill- 
nesses and  provides  considerable  insight  into 
the  clinical  knowledge  of  this  physician.'* 

Post  Hospital 
Ind.  Ty., 

Oct.  6th,  1876 

To  the  Medical  Director  Dept,  of  Mo. 

Fort  Leavenworth,  Ks. 

In  reply  to  your  communication  in  re- 
ference to  the  exceptional  prevalence  of 
intermittent  fever  at  the  post  at  this  time. 

I would  respectfully  state  that,  so  far  as  I 
have  been  able  to  ascertain,  the  disease  is 
common  to  the  entire  region,  and  is  not 
especially  limited  to  any  locality  — and 
has  prevailed  this  season  to  a greater  ex- 
tent than  usual  among  all  the  inhabit- 
ants, both  whites  and  Indians,  of  this  sec- 
tion, and  probably  throughout  the  Indian 


Territory.  I believe  however,  that  the  site 
of  the  post  to  some  extent  is  specially 
favorable  for  the  development  of  Inter- 
mittents  inasmuch  as  the  prevailing 
winds  which  are  southerly,  drive  often 
with  considerable  velocity  up  along  the 
Cache  Creek  bottom  lands  and  pass  di- 
rectly over  the  garrison.  Situated  at  vari- 
able intervals  along  the  prairie  bottom  of 
this  creek  towards  the  south  are  a succes- 
sion of  sloughs  or  shallow  ponds,  which 
are  in  this  case  covered  with  a vigorous 
growth  of  vegetations,  and  emanating 
abundantly  from  shallow  stagnant  pools, 
may  be  transported  to  a considerable  dis- 
tance by  atmospheric  currents.  Some  ef- 
fort, with  partial  success,  was  made  in 
1873  to  drain  a somewhat  extended  series 
of  these  marshy  depressions,  stretching 
across  the  valley  bottom  to  the  south  of 
the  post,  and  distant  from  one-fourth  to 
one-half  mile.  At  this  time  the  branches 
that  were  then  dug  have  been  to  a great 
degree  filled  up  — and  they  never  were  of 
sufficient  depth  and  extent  to  effect  their 
object.  These  boggy  depressions  are  filled 
with  water  during  the  fall  and  spring 
months,  which  mostly  disappears  during 
the  summer  and  in  periods  of  drouth  — 
and  to  drain  them  effectually,  and  pre- 
vent any  further  accumulation  of  stag- 
nant water  would  require  a considerable 
amount  of  labor,  and  extensive  ditching.  I 
am  unable  to  form  an  opinion  as  to  how 
great  an  extent  the  health  of  the  garrison 
would  be  benefitted  by  this  means,  be- 
cause the  entire  region  is  malarious  as 
before  stated,  but  have  no  doubt  that  with 
the  suppression  of  this  series  of  shallow 
sloughs  one  source  of  the  miasma  would 
disappear,  and  I believe  that  an  evident 
decrease  in  Intermittents  at  the  post 
might  be  reasonably  anticipated  to  follow. 

Surgeon  Town  is  herein  describing  the 
miasmic  theory  of  the  cause  of  malaria.  This 
theory  stated  that  poison  arose  from  stagnant 
swamp  water  and  produced  the  disease.  In 
view  of  the  state  of  medical  knowledge  at  the 
time  (prior  to  discovery  of  the  parasite  of 
malaria),  this  theory  was  reasonable  and 
Surgeon  Town  seemed  to  be  up-to-date  in  this 
information.  Indeed,  the  style  of  his  writing 
indicates  a man  of  high  intelligence  and  learn- 
ing. His  term  "intermittents”  undoubtedly  re- 
fers to  malaria. 
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Table  2 


1877 

On  July  12,  1877  Lt  Rogers,  4th  Cav,  and  ten 
men  left  the  post  to  accompany  the  Kiowas  to 
celebrate  their  annual  sun  dance.  In  August, 
Pvt  Henry  Thomas  lost  a set  of  false  teeth 
while  bathing  in  deep  water.  Being  unable  to 
masticate  his  food,  he  was  discharged  on 
Surgeon’s  certificate  of  disability.  He  was  not 
on  sick  report,  or  excused  from  duty.^  < One 
wonders  if  there  could  have  been  a more  un- 
usual discharge  from  military  service.) 

In  August  the  last  group  of  Quohada  Indians 
("18  bucks  and  25  women  and  children”)  came 
in  from  the  staked  plains  and  voluntarily  sur- 
rendered as  prisoners. 

1878 

The  continued  unhealthiness  of  the  post  led 
to  the  formation  of  a Board  of  Inquiry,  estab- 
lished by  special  order  No.  35,  Feb.  17,  1878: 
board  of  officers  will  assemble  on  Monday 
the  18th  to  recommend  such  measures  as 
in  their  judgement  are  best  calculated  to 
improve  the  hygienic  condition  of  this 
post.  Two  measures  have  been  recom- 
mended by  the  Medical  Director  of  the 
Department,  as  stated  in  his  letter  of  the 
9th  inst.,  the  turning  of  the  channel  of 
Bluff  Creek  into  the  series  of  swamps  and 
ponds  west  and  south  of  the  post  and  the 
construction  of  cisterns  and  wells. 

One  measure  the  present  commander 
had  in  view  when  stationed  here  in  1873 
was  the  complete  drainage  of  these  ponds 
by  a ditch  running  into  Cache  Creek.  The 
board  will  report  their  opinion,  whether 
the  unhealthfulness  of  this  post  is  due  to 
immediate  local  causes,  an  opinion  the 
present  commander  had  never  held  — 
such  measures  as  may  be  recommended 
by  the  board  will  be  accompanied  by  an 
estimate  of  the  cost. 

The  board,  mostly  medical  officers,  then 
made  a minute  inspection  of  the  surrounding 
territory  on  horseback,  and  decided  it  would 
not  be  possible  or  practical  to  divert  the  stream 
of  Medicine  Bluff  Creek,  but  that  the  second 
proposal,  to  drain  the  swamps  and  ponds, 
would  be  desirable,  and  recommended  that 
ditches  be  dug  to  do  this.  They  also  recom- 
mended the  building  of  eleven  cisterns.  At  that 


FT  SILL  — 1879 
DEATHS 

DISEASE  OF  HEART 
HEPATATIS 
ACUTE  DYSENTERY 
TYPHOMALARIAL  FEVER 
TYPHOMALARIAL  FEVER 
TYPHOMALARIAL  FEVER 


DISCHARGES 
CHRONIC  DIARRHEA 
FEEBLENESS  OF  MIND 
HERNIA 


time  there  was  one  well  on  the  plateau,  in  op- 
eration only  a few  months,  and  noted  to  con- 
tain organic  matter  of  animal  origin. 

On  May  21,  1878  F.L.  Town  was  relieved 
from  duty  and  left  for  New  York  City.  July 
1878  was  less  severe  from  the  standpoint  of 
illness  than  the  prior  two  years.  (Table  2)  Lt 
Col  Davidson  attributed  this  to  daily  inspec- 
tions of  all  aspects  of  sanitation.  However,  in 
August,  35  cases  were  admitted  to  the  hospital, 
of  which  26  (74%)  were  for  intermittent  fever. 
During  the  month  quinine  was  administered 
prophylactically  to  the  troops  in  order  to  pre- 
vent malaria.  The  surgeon  continued  to  re- 
commend that  the  cavalry  horses  not  be  wa- 
tered in  the  same  pools  from  which  water  for 
cooking  and  drinking  were  obtained.  The  out- 
break of  malaria  continued  into  October.  Some 
of  the  features  were  so  striking  that  the  post 
surgeon  outlined  them  in  a communication  to 
the  commandant.^ 

Some  features  of  the  prevailing  types  of 
fever  are  so  peculiar  that  I will  point  out 
the  most  prominent  of  them  for  the  in- 
formation of  the  Post  Commander.  A typ- 
ical intermittent  fever  is  characterized  by 
a cold,  a hot,  and  a sweating  state.  In  the 
disease  we  have  to  do  with,  the  cold  stage 
is  either  absent,  scarcely  noticeable,  or 
neuralgic  pains  of  the  mucles  may  take 
its  place.  A well  marked  cold  state  is  rare. 
The  hot  state  is  usually  anomalous.  The 
fever  may  be  absent  in  whole  or  in  part, 
neuralgic  pains  or  vomiting  or  both,  being 
substituted  for  it.  In  the  latter  case  the 
vomiting  continues  for  one  or  two  periods, 
when  the  fever  takes  its  place  at  the  next 
or  subsequent  attack  and  the  vomiting 
ceases.  Or  a neuralgic  pain  may  be  substi- 
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Table  3 


tuted  for  both  cold  and  hot  states  and 
terminate  like  the  fever  in  the  usual 
sweating  stage.  In  a few  cases  the  muscu- 
lar pains  have  taken  the  place  of  the  hot 
and  sweating  stages,  continued  through- 
out the  interval  in  a mitigated  form  to 
again  increase  in  severity  at  the  recurr- 
ence of  the  next  attack.  These  pains 
might  be  regarded  as  an  ingraftment  of 
Dengue  on  malarial  fever,  but  for  the  fact 
of  their  periodicity  and  the  efficiency  of 
quinine  in  curing  them.  Rapid  congestion 
of  the  liver  and  spleen  and  yellowing  of 
the  skin  are  common  features  of  this  form 
of  the  disease. 

There  seems  little  doubt  that  the  surgeon  is 
describing  malaria.  The  post  surgeon  finally 
succeeded  in  draining  the  bottomland  to  the 
west  of  the  post.  Even  with  this  improvement, 
there  were  three  deaths  from  "typhomalarial” 
fever.  (Table  2) 

COMMENT 

As  the  newly  established  post  of  Ft  Sill 
changed  to  a peacetime  garrison,  the  attention 
of  the  post  surgeon  was  largely  taken  up  with 
questions  of  sanitation.  The  usual  differences 
between  the  medical  service  and  the  line  offic- 
ers was  displayed  with  the  commanding  officer 
holding  firm  convictions  of  his  own  about  dis- 
ease causation.  Even  in  view  of  our  greatly  al- 
tered ideas  regarding  sanitation,  it  is  hard  to 
understand  how  men  would  obtain  drinking 
water  from  the  same  pool  that  was  used  for 
watering  horses. 

The  diseases  encountered  by  the  post 
surgeon  were  strikingly  varied.  Valvular  dis- 
ease of  the  heart  must  have  been  rampant  if 
the  discharge  from  service  for  medical  condi- 
tions is  any  indication.  In  1875,  nine  of  21 
(42.9%)  discharges  were  for  this  condition.  A 
great  deal  of  morbidity  also  arose  from  "inter- 
mittent fever”  and  other  "fevers”  of  various 
kinds.  In  1875  there  were  deaths  caused  by  "in- 
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July,  1876 

Table  3 

Percent  of  sick  to  command 

37.9 

Mean  of  temperature 

84.32 

Amount  of  rainfall 

1.35" 

July,  1877 

Percent  of  sick  to  command 

29.0 

Mean  of  temperature 

79.12 

Amount  of  rainfall 

4.20" 

July,  1878 

Percent  of  sick  to  command 

5.35 

Mean  of  temperature 

80.6 

Amount  of  rainfall 

3.98" 

flammation  of  the  lungs,”  acute  diarrhea, 
"quartan  fever  and  hepatitis,”  drowning,  gun- 
shot wound,  suicide,  and  chronic  diarrhea. 
(Table  1)  In  1879  one-half  of  the  deaths  were 
from  "typhomalarial  fever.”  (Table  2) 

The  chronicle  of  medical  care  at  Ft  Sill  dur- 
ing this  time  reveals  medical  officers  with  con- 
siderable learning  and  up-to-date  ideas  regard- 
ing causation  of  common  illness.  In  addition  to 
caring  for  the  considerable  number  of  sick  peo- 
ple, the  post  surgeon  spent  a large  proportion 
of  his  time  in  sanitation  work.  There  were  two 
major  causes  of  morbidity;  persistent  low-lying 
water  holes  around  the  post  with  inadequate 
sanitary  disposal  and  establishment  of  a safe 
water  supply.  By  the  end  of  the  decade  (1879) 
considerable  progress  was  made  in  drainage  of 
surface  water  from  the  post.  The  problem  of  a 
safe  source  of  drinking  water  was  not  solved 
until  1883  when  Surgeon  Morse  K.  Taylor  suc- 
ceeded in  building  a spring  house  on  the  north 
side  of  Medicine  Bluff  Creek.^  This  provided  an 
excellent  source  of  clean  water  for  drinking. 
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News  From 
The  Oklahoma  State 
Department  of 
Health 


The  Oklahoma  Blood  Exchange  Council  was 
created  by  the  Blood  Exchange  Act  of  1980. 
The  act  was  passed  by  the  Oklahoma  Legisla- 
ture to  insure  that  citizens  of  the  state  have 
access  to  blood  and  blood  products  at  the  lowest 
possible  cost,  and  to  promote  cooperation 
among  the  blood  collection  and  distribution 
systems  which  operate  in  the  state. 

The  council  has  four  major  functions;  (1)  re- 
view annually  the  lists  of  charges,  costs  and 
prices  for  blood  and  blood  products  from  each 
blood  system  in  the  state;  (2)  deal  with  any 
proposed  alternations  in  the  regions  within 
which  the  several  systems  operate;  (3)  educate 
the  public  about  the  benefits  of  participating  in 
blood  collection  programs;  and  (4)  deal  with 
complaints  and  recommendations  from  any 


source  with  regard  to  blood  and  blood  related 
activities  in  the  state. 

The  council  is  composed  of  19  members  with 
three  members  from  each  of  the  six  Congres- 
sional districts.  One  of  the  three  is  a health 
care  provider  appointed  by  the  Commissioner 
of  Health  with  a limit  of  three  allopathic  or 
osteopathic  physicians  in  this  group.  Another 
of  the  three  is  a representative  of  the  pre- 
dominant blood  service  system  in  that  district 
and  the  third  person  is  a consumer  or  public 
member  designated  by  the  Governor.  The 
Commissioner  of  Health  serves  s the  chair- 
person of  the  council. 

The  council  held  its  organizational  meeting 
in  October  of  1980  and  plans  to  hold  regular 
meetings  three  times  a year  to  conduct  routine 
business  and  may  meet  more  frequently  to  deal 
with  urgent  matters. 

Physicians,  patients,  and  others  who  wish  to 
raise  issues  related  to  blood  and  blood  products 
in  Oklahoma  can  communicate  with  the  coun- 
cil through  correspondence  with  the  Commis- 
sioner of  Health,  Chairman,  Blood  Exchange 
Council,  PO  Box  53551,  Oklahoma  City,  OK 
73152.  □ 


COMMUNICABLE  DISEASES  IN  OKLAHOMA  FOR  NOVEMBER,  1981 


DISEASE 

November 

November 

October 

TOTAL  TO  DATE 

1981 

1980 

1981 

1981 

1980 

Amebiasis 

3 

24 

39 

Aseptic  Meningitis 

7 

21 

15 

101 

74 

Brucellosis 

— 

2 

1 

7 

10 

Encephalitis,  Infectious 

3 

3 

3 

25 

17 

Gonorrhea  (Use  Form  ODH-228) 

1341 

1073 

1422 

14654 

12769 

Hepatitis  A 

29 

35 

26 

281 

346 

Hepatitis  B 

17 

14 

27 

211 

196 

Hepatitis  Unspecified 

19 

5 

16 

147 

221 

Malaria 

1 

— 



8 

12 

Measles  (Rubeola) 





1 

6 

775 

Meningococcal  Infections 

6 

3 

4 

46 

23 

Pertussis 

— 

4 

— 

2 

28 

Rabies  (Animal) 

8 

11 

16 

207 

234 

Rocky  Mountain  Spotted  Fever 

— 

10 

1 

98 

73 

Rubella 

— 



1 

2 

6 

Salmonellosis 

38 

37 

44 

392 

339 

Shigellosis 

47 

14 

60 

424 

220 

Syphilis  (Use  Form  ODH-228) 

13 

9 

27 

167 

108 

Tetanus 

1 





2 

1 

Tuberculosis 

30 

38 

11 

302 

306 

Tularemia 

6 

2 

2 

34 

23 

Typhoid  Fever 

— 

— 

— 

5 

7 
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NOW  HERE’S  A POLICY  WITH  A 
FAMILIAR  FACE! 


PLICO  HEALTH  is  you  and  your  OSMA  colleagues  — 
4,000  strong! 

And  being  there  when  you  need  it  is  not  just  the  intent  of 
PLICO’s  new  Comprehensive  Major  Medical  and  Hospital  In- 
surance Policy  — it’s  a promise  you  may  count  on. 

The  enduring  commitment  of  PLICO  HEALTH  is  as  strong 
and  as  stable  as  the  insurance  company’s  sole  owner  — the 
venerable  Oklahoma  State  Medical  Association  — whose  pre- 
statehood roots  are  as  deep  as  its  current  achievements  are 
bountiful. 

A physician  whose  health  expenses  are  entrusted  to 
PLICO’s  care  is  in  for  a rare  and  refreshing  experience  — 
judgements  about  medical  matters  are  made  by  physicians! 
Daily  administration  and  insurance  expertise  is  provided  by 
the  same  agency  which  has  directed  your  hallmark  profes- 
sional liability  insurance  program  for  25  years.  They’re  hard- 
working friends  of  the  profession  who  get  a lot  done  on  an 
austere  budget. 

PLICO  HEALTH  is  being  provided  because  you  and  your 
fellow  physicians  asked  for  it  through  a statewide  survey 
authorized  by  the  OSMA.  The  policy  is  responsive  to  the 
survey  findings  and  offers  a variety  of  options  to  suit  your  in- 
dividual needs  — its  terms  are  expressed  in  language  you  will 
understand  — and  its  mix  of  generous  benefits  and  low 
premiums  cannot  be  matched  by  the  competition. 

You  have  until  April  1st  to  enroll  without  evidence  of  in- 
surability. If  you  don’t  have  a PLICO  HEALTH  enrollment 
packet,  a telephone  call  will  get  you  one  in  a hurry. 

PLICO  HEALTH  is  your  best  insurance  choice  today  — 
and  it  will  be  around  as  you  need  it  for  all  the  tomorrows  of 
your  life. 

PLICO  HEALTH  IS  A DIVISION  OF 
THE  PHYSICIANS  LIABILITY  INSURANCE  COMPANY 

P O.  Box  18171,  Oklahoma  City.  OK  73154.  405/843-0215 
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Controversial  Program  Planned 
For  OSMA  1982  Annual  Meeting 

Plans  are  under  way  to  make  the  OSMA 
1982  Annual  Meeting  one  of  the  most  interest- 
ing and  "controversial”  to  date.  Both  the  topics 
and  format  of  the  meeting  are  a departure  from 
the  norm  for  most  annual  get-togethers. 

The  theme  of  the  scientific  program  is  "The 
Great  Debates:  Controversies  in  Medicine 
1982.”  The  focus  is  on  the  issues  that  have 
sparked  debate  recently  within  the  medical 
profession. 

Issues  slated  for  debate  range  from  drug  vs 
electroconvulsive  treatment  for  depression  to 
use-and-abuse  of  the  CAT  to  prevention  of 
teenage  pregnancy.  These  and  other  controver- 
sial subjects  will  be  debated  by  a select  group  of 
highly  qualified  speakers.  Once  the  speakers 
have  presented  their  views,  they  will  invite 
members  of  the  audience  to  offer  questions  and 
comments. 

Session  times,  topics,  and  speakers  are  listed 
in  the  advance  program  being  sent  to  OSMA 
members.  A hotel  reservation  card  is  included 
in  the  mailing.  □ 


Historic  Skirvin  Plaza  Offers 
Elegant  Annual  Meeting  Site 

The  elegant,  newly  renovated  Skirvin  Plaza 
Hotel,  situated  in  the  heart  of  downtown  Ok- 
lahoma City,  will  host  the  OSMA  1982  Annual 
Meeting.  Located  in  the  capital  city’s  central 
business  and  shopping  district,  this  historic 
hotel  offers  luxurious  accommodations,  spa- 
cious, well-appointed  meeting  and  banquet 
facilities,  and  some  of  the  finest  cuisine  in 
the  southwest. 

It  also  provides  easy  access  to  Skirvin  Place, 
the  new  boutique  and  restaurant  arcade  lo- 
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cated  beneath  the  hotel,  and  to  the  under- 
ground tunnel  system  linking  the  many  shop- 
ping and  dining  attractions  that  dot  the  city’s 
subterranean  passageways. 

The  stately  old  hotel  boasts  the  newly  deco- 
rated Pinstripes,  a sophisticated,  yet  intimate, 
lounge  for  friends  and  colleagues  to  gather, 
and  the  Park  Avenue  Room,  a warm  and  gra- 
cious setting  for  fine  dining. 

OSMA  is  enclosing  a hotel  reservation  card 
for  the  Skirvin  Plaza  with  the  advance  pro- 
gram being  mailed  to  members.  The  card 
should  be  completed  and  returned  as  soon  as 
possible,  since  hotel  rooms  will  be  at  a pre- 
mium. D 


Rep  Jones  Predicts  Major 
Changes  In  Health 
Care  Delivery  System 

Oklahoma  Congressman  James  Jones, 
speaking  at  the  John  W.  McCormack  Memorial 
Health  Lecture  in  Washington,  DC,  warned  of 
major  changes  to  come  in  the  nation’s  health 
care  delivery  system. 

Jones,  who  is  chairman  of  the  House  Budget 
Committee,  told  the  gathering  of  health  care 
specialists  that  "the  federal  government  must 
be  concerned  about  rising  health  care  costs. 
Eventually,  there  will  be  strong  political  pres- 
sures to  reduce  those  costs,  one  way  or 
another.” 

Jones  urged  the  audience  to  take  an  active 
part  in  shaping  the  changes.  "You  may  think  I 
am  crying  wolf,”  he  said.  "You’ve  heard  all  this 
before,  and  yet  the  wolf  has  never  appeared.  In 
all  candor,  I must  tell  you  now  that  the  wolf  is 
at  the  door.” 

Jones  reminded  that  group  that  in  1970 
Americans  spent  $75  billion  on  health  care,  or 
$358  per  capita;  in  1980  that  bill  rose  to  $245 
billion,  for  a per  capita  expenditure  of  $1,078. 

"Studies  indicate  that  by  1990  we  will  spend 
$750  billion  on  health  care,”  the  congressman 
noted.  "That  is  more  than  the  entire  current 
federal  budget.” 

Jones  pointed  to  the  effects  of  inflation,  the 
cutbacks  in  federal  health  care  programs,  the 
shortage  of  nurses  and  potential  surplus  of 
physicians,  the  pressures  for  more  sophisti- 
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cated  care,  and  the  increasing  number  of  re- 
tirees as  "factors  which  threaten  to  escalate 
the  dizzying  rate  of  climbing  costs.”  He  said 
that  the  question  becomes  "how  to  put  on  the 
brakes  and  yet  maintain  a quality  medical  ser- 
vice.” 

The  congressman  warned  that  the  "eventual 
goal  of  proposals  to  limit  costs  is  to  put  pres- 
sure on  you,  the  providers,  to  make  the  difficult 
decisions  to  determine  how  this  can  be  done.” 

Jones  described  the  original  cost- 
containment  proposal  of  President  Carter  as 
failing  to  address  the  underlying  causes  of 
health  care  inflation.  "The  proposal  was  to  put 
a lid  on  the  rising  costs,”  he  noted,  "but  no- 
thing was  to  be  done  to  turn  down  the  flame 
under  the  pot.” 

Jones  focused  on  the  public’s  distrust  of  fed- 
eral regulations  as  the  primary  reason  for  the 
proposal’s  failure  and  for  the  growing  popular- 
ity of  the  so-called  "competitive”  model  of 
health  care. 

He  reminded  the  audience  that  several  of  the 


legislators  who  had  introduced  pro-competition 
bills,  including  Jones  himself,  are  now  in  a pos- 
ition to  affect  health  policy.  These  include  Of- 
fice of  Management  and  Budget  Director  David 
Stockman,  Secretary  of  Health  and  Human 
Services  Richard  Schweiker,  and  Senator  Dave 
Durenburger,  chairman  of  the  Senate  Finance 
Subcommittee  on  Health. 

"I  would  like  us  to  move  carefully  toward  a 
workable  solution  to  the  health  care  cost  prob- 
lem,” the  congressman  remarked.  "I  would  pre- 
fer to  see  us  try  some  demonstration  projects 
before  instituting  a nationwide  program.  We 
should  experiment  with  a strong  commitment 
to  bettering  the  system.” 

Jones  emphasized  the  need  for  support  and 
ideas  from  members  of  the  medical  profession. 
"We  cannot  stand  still,”  he  said,  "because  the 
budgetary  tide  is  against  us.  If  we  fail,  I will 
not  be  back  to  cry  wolf  again.  The  wolf  will  be 
inside  the  door.  Programs,  costs,  and  health 
care  itself  will  still  be  cut,  not  with  a surgeon’s 
scalpel,  but  with  a butcher’s  axe.”  □ 


The  "Physician's  Office  Computer" 
Comes  to  Oklahoma 


the  new  Physician's  Office  Computer  allows  you  to  analyze 
practice  at  the  touch  of  a button. 


HERE  ARE  JUST  A FEW  EXAMPLES 
OF  WHAT  IT  CAN  DO: 


• Print  Standard  Insurance  Forms 

• Print  Patient  Statements  Ready  to  Mail,  In- 
cluding Return  Envelope 

• Patient  Ledger 

• Aged  Accounts 

• Daily  Check  and  Cash  Register 

• Family  Accounts  and  Billing 

• Cross-Posting  Between  Doctors 

• Day  Sheet  and  Detailed  Financial  Reports 
AND  MUCH  MORE!!!  While  Paying  For  Itself 
With  Increased  Collections,  and  Improved  Of- 
fice Efficiency. 


For  More  Information 
or  a Hands-On  Demonstration 

Call  Wayne  Chambers  — (405)321-5958  or  360-7160 


You  owe  it  to  yourself  to  see  the  many  benefits 
your  practice  will  receive  using  The  Physician's 
Office  Compufer. 


SOUTHWEST  BUSINESS  SYSTEMS,  INC. 
132  West  Main  Street,  Norman,  OK  73069 
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news 

Women  Entering  Medical  Schools 
At  Three  Times  the  Rate  of  1969 

Women  accounted  for  approximately  29  per- 
cent of  students  entering  US  medical  schools  in 
the  1980-81  academic  year,  a figure  that  is 
nearly  three  times  the  percentage  of  women 
entrants  in  1969,  the  year  that  enrollment  of 
women  began  to  increase. 

According  to  recent  issue  of  the  AMA 
Journal,  there  were  4,970  women  in  the  enter- 
ing class  of  17,146  students,  an  increase  of  four 
percent  over  the  preceding  year.  More  than  46 
percent  of  women  who  applied  to  medical 
school  were  admitted. 

The  total  number  of  women  in  US  medical 
schools  during  the  1980-81  academic  year  was 
17,373,  making  up  26.5  percent  of  the  total 
student  enrollment  of  65,497  students.  Of  the 
15,667  MD  graduates  in  1981,  3,892,  or  24.8 
percent,  were  women. 

Overall  enrollment  of  students  in  US  medi- 
cal schools  in  the  1980-81  academic  year  in- 
creased slightly  over  the  previous  year,  while 
the  total  number  of  applicants  decreased 
somewhat.  This  was  the  sixth  consecutive  year 
of  decline  in  medical  school  applications.  □ 


Oklahoma  Ranks  Thirty-Fourth 
In  Percent  of  Women  Physicians 

Oklahoma  ranks  thirty-fourth  among  the 
fifty  states  and  the  District  of  Columbia  in  the 
percentage  of  women  making  up  its  physician 
population.  According  to  statistics  compiled  by 
the  American  Medical  Association,  nine  per- 
cent of  Oklahoma’s  physicians  are  women, 
compared  with  a current  national  average  of 
12  percent. 

The  District  of  Columbia  ranks  the  highest 
in  the  percentage  of  women  physicians,  with 
18.4  percent;  the  state  of  Idaho  ranks  the  low- 
est, with  4.5  percent.  Leading  states,  all  with 
women  physicians  making  up  more  than  14 
percent  of  the  physician  population,  include 
New  York,  Illinois,  New  Jersey,  Massachu- 
setts, Maryland,  and  Delaware. 

When  the  figures  are  broken  down  to  include 


only  residents-in-training,  Oklahoma  drops  to 
fortieth  on  the  list,  with  17.3  percent  women. 
The  District  of  Columbia  remains  first  on  the 
list,  with  31.3  percent,  while  North  Dakota  is 
last,  with  11.7  percent.  The  current  national 
average  for  women  residents-in-training  is  22 
percent. 

According  to  a report  by  the  AMA’s  commit- 
tee on  women  physicians  in  organized 
medicine,  the  growing  enrollment  of  women  in 
medical  schools  could  swell  the  national  per- 
centage of  women  physicians  to  33  percent 
within  this  decade.  □ 


JCAH  Develops  Guidelines 
For  Psychiatric  Standards 

The  Board  of  Commissioners  of  the  Joint 
Commission  on  Accreditation  of  Hospitals 
(JCAH)  has  approved  principles  for  the  de- 
velopment of  unified  standards  for  hospital- 
based  psychiatric  facilities. 

All  psychiatric  units  that  are  part  of  general 
acute-care  hospitals  will  be  surveyed  using  the 
new  standards  once  they  have  been  approved 
and  published.  Free-standing  psychiatric  and 
chemical  dependency  facilities  may  seek  sur- 
veys using  JCAH’s  Consolidated  Standards 
for  psychiatric  facilities  or  the  new  standards, 
which  will  appear  in  the  Accreditation  Man- 
ual for  Hospitals.  Currently,  all  psychiatric 
units  with  100  or  more  beds  are  surveyed 
using  the  Consolidated  Standards. 

The  principles  for  development  of  the  new 
standards  will  address  the  types  of  psychiatric 
services  to  which  the  standards  will  apply;  the 
inclusion  of  the  new  standards  in  the  accredi- 
tation manual;  the  hours  and  days  maintained 
by  facilities  to  be  surveyed;  and  the  primary 
functions  and  acute  clinical  services  provided 
by  facilities  to  be  surveyed. 

Drafts  of  the  hospital-based  psychiatric 
standards  will  be  mailed  to  selected  agencies, 
organizations,  and  facilities  for  review  and 
comment  early  this  year.  If  approved,  the  new 
standards  will  be  included  in  the  1983  edition 
of  the  accreditation  manual.  □ 
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HEALTH 


A NEW  GROUP  HEALTH 
INSURANCE  PLAN  FROM  THE 
COMPANY  YOU  TRUST! 

The  Physicians  Liability  Insurance  Company  has  earned  a 
special  place  of  trust  in  the  minds  of  all  state  physicians  — 
because  PLICO  is  the  subsidiari;  companj^  of  the  Oklahoma 
State  Medical  Association  which  saues  doctors  over 
$3,000,000  in  professional  liability  premiums  annually. 

PLICO’s  reputation  as  an  efficient  problem-solver  was  given 
a vote  of  confidence  when  a recent  statewide  poll  revealed 
that  82.3  percent  of  OSMA  members  would  switch  to  a broad- 
benefit,  low-cost  Comprehensive  Major  Medical  and  Hospital 
Insurance  Plan  which  bears  the  PLICO  label. 

The  need  for  a square  deal  in  health  insurance  has  now 
been  met  by  PLICO  HEALTH,  a new  product  of  your  Com- 
pany/ which  offers  three  optional  plans  to  fit  the  variable  needs 
of  physicians,  their  employees  and  their  respective 
dependents. 

PLICO  HEALTH  features  big-hearted  coverage  expressed 
in  a plain  language  insurance  policy  designed  to  promote  clari- 
ty rather  than  create  confusion.  And,  for  the  first  time,  you  are 
being  offered  a health  insurance  plan  with  coverage  choices 
which  will  flex  with  your  individual  needs . . . which  is  pro- 
foundly simple  to  understand  . . . which  addresses  your  health 
care  expenses  realistically  and  responsibly . . . and  which  is 
sold  at  premium  rates  likely  to  embarrass  our  competition. 

Most  importantly,  management  is  provided  by  distinguished 
physician  colleagues  you  know  and  trust  — and  daily  ad- 
ministration is  from  a taut  and  talented  insurance  agency. 

Enrollment  is  open  to  the  OSMA  medical  community 
without  evidence  of  insurability  until  April  1st.  Look  for  the 
PLICO  HEALTH  sales  brochure  novv/  being  mailed  statewide. 

Place  your  trust  in  PLICO  — It’s  your  company;! 


PLICO  HEALTH  IS  A DIVISION  OF 
THE  PHYSICIANS  LIABILITY  INSURANCE  COMPANY 

P O Box  18171.  Oklahoma  City.  OK  73154.  405/843-0215 
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news 

Deaths 

JAMES  R.  BARNES,  MD 
1945-1981 

A 36-year-old  Tulsa  physician, 
James  R.  Barnes,  MD,  died  December 
13,  1981.  A native  of  Winfield,  Kansas, 
Dr  Barnes  was  graduated  from  the 
University  of  Kansas  School  of 
Medicine  in  1973.  Following  three 
years  of  service  with  the  US  Navy,  he 
began  his  residency  training  at  the 
University  of  Oklahoma  Tulsa  Medical 
College. 

E.  RANKIN  DENNY,  MD 
1901-1981 

E.  Rankin  Denny,  MD,  80,  retired 
Tulsa  internist,  died  December  16, 
1981.  Born  in  Plainville,  Indiana,  Dr 
Denny  was  graduated  from  Indiana 
University  School  of  Medicine  in  1925 
and  had  practiced  in  Bartlesville  before 
establishing  his  practice  in  Tulsa. 
Among  his  medical  affiliations  were 
the  American  College  of  Physicians, 
American  College  of  Cardiology  and 
American  Diabetes  Association.  He 
was  a Life  Member  of  the  OSMA.  □ 


IN  MEMORIAM 


1981 


Fred  S.  Watson,  MD 

February  3 

Robert  J.  Terrill,  MD 

February  16 

David  J.  Tomko,  MD 

March  4 

Eugene  F.  Lester,  Jr.,  MD 

March  16 

J.  Samuel  Binkley,  MD 

March  16 

Gilbert  L.  Hyroop,  MD 

April  15 

Leo  A.  Myers,  MD 

April  19 

J.  Holland  Howe,  MD 

April  20 

Harold  M.  McClure,  MD 

April  27 

Sam  W.  Hendrix,  MD 

May  12 

Roger  C.  Good,  MD 

June  16 

Frederick  G.  Dorwart,  MD 

June  16 

Joseph  W.  Kelso,  MD 

June  18 

Rufus  K.  Goodwin,  MD 

June  25 

Orville  C.  Armstrong,  MD 

July  9 

Charles  F.  Paramore,  MD 

July  10 

James  D.  Reynard,  MD 

July  21 

Mark  R.  Everett,  PhD 

August  17 

Khalil  Ahmad,  MD 

August  22 

M.  H.  Haskell,  MD 

August  30 

C.  F.  Foster,  Jr.,  MD 

October  11 

E.  E.  Shircliff,  MD 

October  23 

S.  N.  Stone,  Jr.,  MD 

November  9 

James  R.  Barnes,  MD 

December  13 

E.  Rankin  Denny,  MD 

December  16 

□ 


Education  Is  Primary  Goal 
Of  Medical  Assistants  Group 

One  of  the  primary  goals  of  the  American 
Association  of  Medical  Assistants  (AAMA)  is 
to  educate  its  members  so  that  they  may  better 
serve  the  physicians  who  employ  them  and  the 
public  that  depends  on  them.  To  meet  this  goal, 
the  Oklahoma  branch  of  the  AAMA  has 
scheduled  a series  of  educational  meetings  this 
spring. 

On  March  6-7,  the  state  society  will  hold  its 
22nd  Annual  Seminar  at  Oklahoma  State 
University  in  Stillwater.  Seminar  topics  in- 
clude marijuana  and  its  uses  in  oncology,  the 
rape  crisis  clinic,  forensic  pathology,  and  death 
and  dying.  The  state  convention  is  scheduled 
for  April  30-May  2,  and  the  South  Central  Reg- 
ional Meeting  is  slated  for  June  11-13  at  the 
University  of  Oklahoma  campus  in  Norman. 

Because  physicians  rely  heavily  on  their 
medical  assistants  to  manage  their  offices, 
purchase  medical  equipment  and  supplies,  and 
answer  patients’  questions,  the  AAMA  feels  it 
is  essential  that  medical  assistants  possess  the 
knowledge  and  skills  necessary  to  carry  out 
these  important  responsibilities.  The  state  soc- 
iety asks  that  physician-members  of  the  Okla- 
homa State  Medical  Association  support  its 
educational  efforts  by  encouraging  their  medi- 
cal assistants  to  attend  the  AAMA  meetings.  □ 
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MEDICAL-LEGAL  SEMINARS 

PRESENTS 


^'COMPUTERS  IN 
MEDICAL  OFFICE  PRACTICE" 

A one-day  seminar  for  physicians,  office  managers  and  clinic  managers  in- 
terested in  considering  the  use  of  a computer  in  an  office  practice.  This  is  a basic 
“how  to"  program  designed  to  answer  questions  about  computers  and  their  use 
in  billings,  collections,  scheduling,  patient  records,  business  records,  patient 
education,  inventory  control,  word  processing,  diagnostic  research,  and  medica- 
tion indications  and  contraindications. 


February  17 
Wednesday 
Excelsior  Hotel 
Tulsa 


February  24 
Wednesday 
Holiday  Inn  West 
Oklahoma  City 


For  registration  information  write: 

Medical-Legal  Seminars 
5131  Classen  Blvd.,  Suite  212 
Oklahoma  City,  OK  73118 
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news 

President  Names  Dr  Cooper 
To  Physical  Fitness  Council 

Dr  Donald  L.  Cooper, 
director  of  the  Oklahoma 
State  University  (OSU) 

Health  Center  and  team 
physician  for  the  OSU 
Cowboys  for  nearly  22 
years,  has  been  named  by 
President  Reagan  to  the 
President’s  Council  on 
Physical  Fitness  and 
Sports.  The  council  is  instrumental  in  develop- 
ing physical  fitness  programs  and  standards 
for  the  nation’s  elementary  and  secondary 
schools. 

Dr  Cooper,  who  served  as  team  physician  for 
the  US  Olympic  Team  in  1968,  is  considered  to 
be  an  expert  in  the  area  of  sports  and  medicine. 
Over  the  years  he  has  contributed  his  time  and 
talents  in  this  area  to  the  American  Medical 
Association,  the  National  Collegiate  Athletic 
Association,  the  American  College  Health  As- 


sociation, the  American  College  of  Sports 
Medicine,  the  National  Athletic  Trainers  As- 
sociation, the  United  States  Wrestling  Federa- 
tion, and  the  Oklahoma  State  Medical  Associa- 
tion. Many  of  these  organizations  have  hon- 
ored him  with  awards  for  his  outstanding  ser- 
vice. 

Dr  Cooper  was  nominated  to  the  President’s 
Council  by  Oklahoma  Senator  Don  Nickles.  □ 


Resolutions  Due 

All  resolutions  to  be  presented  to  the  Okla- 
homa State  Medical  Association  House  of  De- 
legates annual  meeting  must  be  received  in  the 
executive  office  no  later  than  thirty  (30)  days 
prior  to  the  meeting.  This  year’s  meeting  is  to 
be  held  May  6,  1982  at  the  Skirvin  Plaza  Hotel 
in  Oklahoma  City. 

County  medical  societies  or  individuals 
wishing  to  submit  resolutions  should  mail 
them  to  OSMA,  601  N.W.  Expressway,  Okla- 
homa City,  OK  73118.  Should  you  need  assis- 
tance in  drafting  such  resolutions,  please  con- 
tact the  executive  offices.  □ 


Fabulous  Money  Machine? 


It  you  owned  a machine  that  printed  a brand  new  S500  bill  each  week,  you'd  be  most  fortunate  wouldn't  you?  But.  what  if  this 
very  special  machine  had  parts  that  could  not  be  replaced'^  As  a prudent  person  in  control  of  such  a machine  you  would  want 
some  assurance  that  If  the  machine  stopped  producing  S500  bills,  you  could  still  receive  them,  wouldn't  you? 


Physicians  are  high-achlevmg  professional  breadwinners  and  can  be  compared  to  "money  machines".  But,  they  are  also 
human  beings,  who  because  of  their  profession,  have  a greater  than  average  understanding  of  the  prospects  of  unexpected 
accidents  and  illnesses  which  can  Impair  or  destroy  their  Income  producing  ability 


Through  the  Oklahoma  State  Medical  Association  Group  Disability  Program,  you  have  the  opportunity  to  obtain  assurance  of 
uninterrupted  income  if  your  health  should  fail. 


Three  plans  are  available  Plan  L-65  pays  accident  benefits  for  lifetime  Sickness  benefits  are  payable  to  age  65.  or  for  a 2-year 
maximum  period  if  disability  begins  between  ages  63  and  70  Benefits  are  payable  for  10  years  based  on  being  unable  to 
perform  every  duty  of  your  occupation:  thereafter,  based  on  being  unable  to  perform  the  duties  of  any  gainful  occupation  for 
which  you  are  reasonably  fitted 


Semi  Annual  Premium  — Benefit  payable  after  8 days  for  sickness,  first  day  for  accidents. 


Plan 

L-65 


WEEKLY 

UNDER 

AGE 

AGE 

AGE 

AGE 

INDEMNITY 

AGE  30 

30-39 

40-49 

50-59 

60-69 

S500.00 

$301  50 

$346  50 

$476  50 

$641  50 

$418  50' 

400  00 

241  50 

277  50 

381  50 

513  50 

418  50' 

300  00 

181  50 

208  50 

286  50 

385  50 

418  50 

200  00 

121  50 

139  50 

191  50 

257.50 

279.50 

100  00 

61  50 

70  50 

96  50 

129  50 

140  50 

For  full  particulars,  contact  JANE  GRIFFITH 


C.  L.  PRATES  & COMPANY.  INC. 

Administrator,  OSMA  Group  Insurance  Plans 
720  N.W.  50th  Street.  Oklahoma  City,  OK  73118  (405  ) 848-7661 
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■ From  Burroughs  Wellcome  Co.  - the 
discoverer  and  developer  of  allopurinol 


■ Patient  starter/conversion  kits  available 
for  easy  titration  of  initial  dosage 


■ Patient  compliance  pamphlets  available 

■ Continuing  medical  education  materials 
available  for  physicians 


Presciribe  for  your  patients  as  you  would  for  yourself. 

Write  ''D.A.  W.,  ” Wo  Sub, ''  or  ''Medically  Necessary,  ” 
as  your  state  requires,  to  make  sure 
your  patient  receives  the  original  allopurinol. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


1 


uproren 


compare  the  analgesic  effect 

A Mom'n  400  mg  dose  relieved  postsurgical  dental  pain  as  effectively  as  a combination 
of650  mg  aspirin  and  60  mg  codeine  (twoaspirin-with'Codeine  No.  3 tablets)  in  a study  of  129  patients. 

In  this  double-blind,  placebo-controlled,  randomized  study,  no  statistically  significant  difference 
in  relief  of  pain  was  noted  at  1, 2,  and  4 hours  between  the  Motrin  and  aspirin-with-codeine  groups... 
with  Motrin  being  significantly  more  effective  (p  = 0.03)  at  the  three-hour  interval. 

Active  treatment  was  significantly  more  effective  (p  < 0.0001 ) than  placebo  at  all  time  intervals. 


Comparison  of  pain  relief 

Motrin  vs  aspirin-codeine  combination 

4 = Excellent  relief  3 = Good  relief  2 = Fair  relief  1 = Poor  relief  0 = No  relief 


,c  Motrin  400  mg 

o Aspirin  650  mg  plus  codeine  60  mg 


Time  after  drug  administration  (hours)  Data  on  file  at  The  Upjohn  Company. 


One  tablet  q4-6h  prn 
For  relief  of  mild  to  moderate  pain: 

Motrin  400 


TABLETS 


mg 

ibuoroten,  Up  ohn 


• Not  a narcotic  • Not  addictive  • Not  habit  forming  • Nonscheduled 
•Acts  pieripherally  • Relieves  pain  rapidly  • Relieves  inflammation  • Indicated 
in  acute  and  chronic  pain  • Well  tolerated  (The  most  common  side  effect 
with  Motrin  is  mild  gastrointestinal  disturbance.) 


Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


Motrin^  (Ibuprofen) 

now  proved  an 
effective  analgesic  for 
mild  to  moderate  pain 


Motrin"  Tablets  (ibuprofen.  Upjohn) 

Indications  and  Usage:  Relief  of  mild  to  moderate  pain 
Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis  and  osteoarthritis  during 
acute  flares  and  in  long-term  management.  Safety  and  efficacy  have  not  been  estab- 
lished in  Functional  Class  IV  rheumatoid  arthritis. 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS) 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  fhese  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Eluid  retention  and  edema  have  been  associated  with  Motrin:  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy 
Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gam,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added 
Drug  inleraclions.  Aspm  Used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumann  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  nor  by 
nursing  mothers 
Adverse  Reactions 
Incidence  greater  than  /% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16“o).  This  includes  nausea.’  epigastric  pain,*  heartburn,* 
diarrhea,  abdominal  distress,  nauseaand  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence)  Central  Nervous  System: 
Dizziness*  headache,  nervousness  Dermatologic:  Rash*  (including  maculopapular 
type),  pruritus  Special  Senses:  Tinnitus  Metabolic:  Decreased  appetite,  edema,  fluid 
retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS) 

’Incidence  3%  to  9°o. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena 
Central  Nervous  System:  Depression,  insomnia  Dermatologic:  Vesiculobullous  erup- 
tions. urticaria,  erythema  multiforme  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure  Special  Senses: 
Amblyopia  (see  PRECAUTIONS)  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit 

Causa!  relationship  unknown 

Gastrointestinal:  Flepatitis.  jaundice,  abnormal  liver  function  Central  Nervous  System:  ' 

Paresthesias,  hallucinations,  dream  abnormalities  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome  Endocrine:  Gynecomastia, 
hypoglycemia.  Cardiovascular:  Arrhythmias  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied  The  drug 
IS  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial 
Dosage  and  Administration:  Rheumafoid  arthritis  and  osteoarthritis,  including 
flares  of  chronic  disease  Suggested  dosage  is  3(X).  4(X).  or  600  mg  t i d.  or  q i d 
Mild  to  moderate  pain  400  mg  every  4 to  6 hours  as  necessary  tor  relief  of  pain 
Do  not  exceed  2400  mg  per  day 

Caution:  Federal  law  prohibits  dispensing  without  prescription 

For  additional  product  information,  see  your  Upjohn  representative  or  consult  the 

package  insert 


Upjohn 


THE  UPJOHN  COMPANY 
Kalamazoo,  Michigan  49001  USA 


MED  B-4-S 


r 's  a myth  that  arthritis  is  just 
the  minor  aches  and  pains  of 
old  age.  It's  a major  crippler 
that  attacks.  Anybody.  Anytime. 

31  million  Americans  have  it.  There 
are  almost  a million  new  cases  a year. 
And  six  out  of  ten  are  under  60. 
Symptoms  can  come  and  go  for 
years.  So  if  you  don't  know  the 
warning  signals,  find  out.  If  you'd  like 
information  that  could  help  you  — or 
you'd  like  to  help  us 
write  to  the  Arthritis 
Foundation.  Box 
19000,  Atlanta, 

GA  30326. 


A 

ARTHRITIS 

FOUNDATION 


J-8260-4 


MARCH  1981 


I Calendar  of  Events 

First  Helmerich  Cancer  Center  Symposium 
— "Current  Concepts  In  Lung  Cancer,” 
February  20,  1982,  Williams  Plaza  Hotel, 
Tulsa,  OK.  No  registration  fee. 

*"Disaster  Medicine,”  February  20,  1982, 
University  of  Oklahoma  Health  Sciences 
Center. 

"Critical  Care  Medicine  Course,”  March 
7-12,  1982,  University  of  Oklahoma  Health 
Sciences  Center  (Co-sponsored  by  The  Ameri- 
can Lung  Association  of  Oklahoma), 
Sheraton-Century  Center  Hotel,  Oklahoma 
City,  OK.  For  further  information,  contact 
Robert  McCaffree,  MD,  (405)  271-6173. 

^"Oklahoma  Physician’s  Spring  Re- 
treat,” March  13-20,  1982,  University  of 
Oklahoma  Health  Sciences  Center. 

*"Fourth  Oklahoma  Symposium  on 
Drinking  Behavior  and  Alcoholism,” 
March  19-20,  1982,  University  of  Oklahoma 
Health  Sciences  Center. 

^"Clinical  Problems  in  Ophthalmology,” 

April  3,  1982,  University  of  Oklahoma  Health 
Sciences  Center. 

*For  further  information  call:  Office  of  Con- 
tinuing Medical  Education,  (405)  271-2350.  □ 


Miscellaneous 

EMERGENCY  PHYSICIANS  — Oklahoma, 
Kansas,  Missouri.  Emergency  medicine  posi- 
tions available  in  metropolitan,  rural  and  re- 
creational areas.  Flexible  scheduling  allowing 
personal  time  off.  Competitive  compensation 
varying  with  facility  and  patient  volume. 
Training  and/or  experience  in  emergency 
medicine,  family  practice  or  internal  medicine. 
Forward  CV  or  call  Gina  Taylor,  Emergency 
Medicorp,  P.A.,  1950  East  Santa  Fe,  Olathe, 
Kansas  66062.  (800)  255-6160  or  (913) 
764-6160. 


FAMILY  PHYSICIANS,  CENTRAL  OK- 
LAHOMA MEDICAL  GROUP,  an  indepen- 
dent professional  corporation  has  a growing 
fee-for-service  and  prepaid  medical  practice  in 
association  with  Prudential  Health  Care  Plan 
of  Oklahoma  (PruCare).  Second  facility  open- 
ing February  ’82.  Excellent  hours,  salary,  vac- 
ation and  tax-free  benefits.  Extra  pay  for  board 
certification.  Contact  R.  LeRoy  Carpenter,  MD, 
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Governor  Asks  Budget  Increase 
For  Physician  Manpower  Group 

Governor  George  Nigh  has  proposed  a 
budget  increase  of  $1.9  million  over  current 
fiscal  year  funding  for  the  Physician  Man- 
power Training  Commission  (PMTC).  This 
would  bring  the  commission’s  budget  to  $6.8 
million  for  the  fiscal  year  beginning  next  July 
1. 

The  PMTC  was  created  in  1975  to  encourage 
graduates  of  Oklahoma’s  medical  schools  to 
practice  in  Oklahoma  and  to  increase  the 
number  of  physicians  practicing  in  rural  areas. 
Working  with  community  and  private  organi- 
zations, the  commission  provides  financial  as- 
sistance to  medical  students  through  its  scho- 
larship, internship,  and  residency  programs. 

The  proposed  budget  would  fund  ten  new 
positions  in  the  commission’s  rural  scholarship 
program,  ten  new  positions  in  the  community 
matching  scholarship  program,  and  17  new 
positions  in  the  residency  programs. 

In  submitting  the  budget  request,  the  gover- 
nor underscored  the  commission’s  vital  role  in 
retaining  physicians  and  referred  to  the  PMTC 
as  "an  asset  in  helping  us  improve  the  quality 
of  life  in  all  areas  of  the  state.’’  □ 


Advertisement 

3330  NW  56  St.,  Suite  300,  Oklahoma  City, 
OK  73112  (405)  942-6620. 

OKLAHOMA  CITY  -COUNTY  HEALTH 
DEPARTMENT.  Medical  Director  for  modern 
health  department  in  new  building  with 
$3,500,000  annual  budget.  MD  eligible  for 
Oklahoma  licensure  with  MPH  or  equivalent. 
Six-year  fulltime  public  health  experience  re- 
quired. Annual  salary  range:  $50,000  to 
$60,000.  Near  medical  and  dental  schools.  Ex- 
cellent retirement.  Send  CV  and  three  recom- 
mendations by  April  23,  1982  to  Oklahoma 
City-County  Board  of  Health,  Attention:  Keith 
Stanley,  PhD,  921  NE  23rd  Street,  Oklahoma 
City,  OK  73105.  Equal  opportunity  employer. 

FAMILY  PRACTICE  OPPORTUNITIES  in 
Southeast  Kansas  and  in  several  areas  of  Mis- 
souri. Solo,  group  or  associated  practice.  Im- 
mediate openings.  Please  call  Deanna  Feld- 
man, Health  Resources,  Ltd.  (816)  587-0920.  □ 
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Candidates  for 

nutritional  therapy... 


10,000,000 

alcoholics.  Ethanol  may 

produce  many  effects  that 
together  bring  about  nutritional 
deficiencies,  so  that  alcoholism 
affects  nutrition  at  many  levels.' 


25,500,000  geriatric 

patients.  The  older  patient 
may  have  some  disorder  or  socio- 
economic problem  that  can 
undermine  good  nutrition.^ 


23,500,000  surgical 

patients.  Nutritional  status 

can  be  compromised  by  the 
trauma  of  surgery;  and  some 
operations  interfere  with  the 
ingestion,  digestion  and  absorp- 
tion of  food.^ 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Each  Bcrocca®  Plus  tablet  contains  5000  lU 
vitamin  A (as  vitamin  A acetate),  30  lU 
vitamin  E (as  f//-alpha  tocophcryl  acetate). 
500  mg  vitamin  C (ascorbic  acid),  20  mg 
vitamin  B|  (as  thiamine  mononitrate). 

20  mg  vitamin  Bi  (riboflavin).  100  mg 
niacin  (as  niacinamide).  25  mg  vitamin  B^ 
(as  pyridoxine  HCl),  0.15  mg  biotin,  25  mg 
pantothenic  acid  (as  calcium  pantothe- 
nate), 0.8  mg  folic  acid,  50  meg  vitamin  B|2 
(cyanocobalamin),  27  mg  iron  (as  ferrous 
fumarate).  0.1  mg  chromium  (as  chromium 
nitrate).  50  mg  magnesium  (as  magnesium 
oxide),  5 mg  manganese  (as  manganese 
dioxide),  3 mg  copper  (as  cupric  oxide), 
22.5  mg  zinc  (as  zinc  oxide). 


Indications:  Prophylactic  or  therapeutic 
nutritional  supplementation  in  physio- 
logically stressful  conditions,  including 
conditions  causing  depiction,  or  reduced 
absorption  or  bioavailability  of  essential 
vitamins  and  minerals;  certain  conditions 
resulting  from  severe  B-vitamin  or  ascor- 
bic acid  deficiency;  or  conditions  resulting 
in  increased  needs  for  essential  vitamins 
and  minerals. 

Contraindications:  Hypersensitivity  to 
any  component. 

Warnings:  Not  for  pernicious  anemia  or 
other  megaloblastic  anemias  where  vita- 
min B|2  is  deficient.  Neurologic  involve- 
ment may  develop  or  progress,  despite 
temporary  remission  of  anemia,  in  patients 
with  vitamin  Bji  deficiency  who  receive 
supplemental  folic  acid  and  who  arc  inade- 


quately treated  with  B,2. 

I^ecautions:  General:  Certain  conditions 
may  require  additional  nutritional  supple- 
mentation. During  pregnancy,  supplemen- 
tation with  vitamin  D and  calcium  may  be 
required.  Not  intended  for  treatment  of 
severe  specific  deficiencies.  Information 
for  the  Patient:  Toxic  reactions  have  been 
reported  with  injudicious  use  of  certain 
vitamins  and  minerals.  Urge  patients  to 
follow  specific  dosage  instructions.  Keep 
out  of  reach  of  children.  Drug  and  Treat- 
ment Interactions:  As  little  as  5 mg  pyri- 
doxinc  daily  can  decrease  the  efficacy  of 
levodopa  in  the  treatment  of  parkinson- 
ism. Not  recommended  for  patients 
undergoing  such  therapy. 

Adverse  Reactions:  Adverse  reactions  have 
been  reported  with  specific  vitamins  and 


candidates  for 


RxONLY 


BeroccaPlOs 

THE  MULTIVITAMIN/MINERAL  EORMULATION 


cq|9,000  hospital 
Imts  with 

§.tiOnS*'’  Many  are  ano- 
§id  may  have  a markedly 
H food  intake.  Supplements 
^in  provided  as  a prudent 
because  the  vitamin  sta- 
rt.ntically  ill  patients  cannot 
iily  determined.^ 


but  generally  at  levels  substan- 
;her  than  those  in  Berocca  Plus. 
- r,  allergic  and  idiosyncratic  reac- 
possible  at  lower  levels.  Iron, 
||the  usual  recommended  levels, 
h 1 associated  with  gastrointestinal 
l^  nce  in  some  patients. 

I and  Administration:  Usual  adult 

Sone  tablet  daily.  Not  recom- 
i for  children.  Available  on  pre- 

in  only. 

pplied:  Golden  yellow,  capsule- 
M tablets — bottles  of  lOO. 


|e  LABORATORIES 

in  of  Hoffmann-La  Roche  Inc. 

I New  Jersey  07110 


Berocca  Plus 

A balanced  formula 
for  prophylactic  or 
therapeutic  nutritional 
supplementation. 

Berocca  Plus  Tablets  provide: 
therapeutic  levels  of  ascorbic  acid 
and  B-complex  vitamins;  supple- 
mental levels  of  biotin,  vitamins 
A and  E,  and  five  important  min- 
erals (iron,  chromium,  manganese, 
copper  and  zinc);  plus  magne- 
sium. Berocca  Plus  is  not  intended 
for  the  treatment  of  specific  vita- 
min and/or  mineral  deficiencies. 

Berocca  Plus, 

highly  acceptable  to 

patients,  has  virtually  no  odor 
or  aftertaste  and  is  economical. 
And  its  “Rx  only”  status  means 
more  physician  involvement,  bet- 
ter patient  compliance. 

References:  I.  Shaw  S,  Liebcr  CS:  Nutrition 
and  alcoholism,  chap.  40,  in  Modern  Nutri- 
tion in  Health  and  Disease,  edited  by  Good- 
hart  RS,  Shils  ME.  Philadelphia,  Lea  & 
Febiger.  1980.  pp.  1220,  1237.  2.  Watkin 
DM:  Nutrition  for  the  aging  and  the  aged, 
chap.  28,  in  Modern  Nutrition  in  Health  and 
Disease,  op.  cit..  p.  781.  3.  Shils  ME.  Ran- 
dall HT:  Diet  and  nutrition  in  the  care  of 
the  surgical  patient,  chap.  36.  in  Modern 
Nutrition  in  Health  and  Disease,  op.  cit.. 
pp.  1084,  1089,  1114.  4.  Dixon  RE:  Ann 
Intern  Med  89  (Part  2):  749-753,  Nov  1978. 

5.  Committee  on  Dietary  Allowances, 
National  Research  Council:  Recommended 
Dietary  Allowances,  ed  9.  Washington, 
National  Academy  of  Seiences,  1980,  p.  13. 


The  incalculable 
millions  on  calorie- 
reduced  diets.  Patients 

ingesting  1000  or  fewer  calories  per 
day  could  be  at  high  risk  because 
this  intake  may  not  supply  most 
nutrients  in  adequate  amounts 
without  supplementation.^ 


Keflex 

cephalexin 


Additional  information  available 
to  the  profession  on  request. 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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Oklahoma  State  Medical  Association 


For  your  patients’  benefit... 


BEFORE  YOU  WRITE 
OUR  NEXT  ANTIARTHRITIC 
PRESCRIPTION, 
PLEASE  READ 
THIS  MESSAGE 


Boots  announces  a pharmaceutical  first. 


TWO  WAYS  YOU 
WILL  SAVE  MONEY  Wrr 


Introducing 

RUFEN’  (ibuprofen) 


$150  REBATE 
DIRECTTOYOUR 


AND  RUFEN  IS 
PRICED  lOWER 


PATIENTS  ON  EVERY  TO  BEGIN  WITH. 


PRESCRIPTION  OF  100. 
RERLLS  INCLUDED. 

One  dollar  fifty  cents 
returned  for  every  Rebate 
Coupon  your  patients  mail  In. 

Every  bottle  of  100  tablets  of 
RUFEN  400  mg  has  a Rebate 
Coupon  attached,  with  full 
instructions  for  redemption. 

It  has  already  been  de- 
termined, through  public 
opinion  research,  that  most 
arthritic  patients  will 
appreciate 
direct  rebate 
savings  as 
much  as  they 
appreciate  the 
results  of  Ibuprofen 
therapy. 


Boots  has  already  priced 
RUFEN  lower  to  the  whole- 
saler and  the  retailer.  And  if 
these  savings  are  passed 
along,  as  they  should  be, 
your  patient  will  receive  the 
benefit  of  this  lower  price. 
Add  these  savings  to  the  re- 
bate, and  your  patients  re- 
ceive substantial  relief  from 
the  costs  of  a medication 
many  of  them  may  take 
for  years. 


RUFEN  IS 
NOT  A GENERIC 
BOOTS  IBUPROFE 
IS  THE  ORIGINAL. 

And  if  you  wish,  RUFE 
may  be  substituted  for 
Motrin®,  because  it  is  bic 
equivalent.* 

Original  research  byT 
Boots  Company  Ltd.,  of 
Nottingham,  England, 
developed  ibuprofen. 

And  though  we  intro- 
duced it  ourselves  else- 
where around  the  world 
licensed  ibuprofen  for 
sale  in  the  United  States. 


Motrin*  (ibuprofen)  is  a registered  trademark  of  The  Upfoh 


ilKIHRmC  PATIENTS 
BUPROFEN  THERAPY. 


I You  first  came  to  know 
las  Motrin  (ibuprofen), 

tianufactured  by  Upjohn. 

Now,  as  we  have  estab- 
Ished  facilities  in  America, 
i 'e  hope  you'll  come  to 
i now  Boots  brand  name 
f )r  ibuprofen  as  RUFEN. 

l;iOEQUIY\LENCY? 
bp  COURSE.* 

I hat's  why  you  may  substi- 
jjte  RUFEN  for  Motrin. 


tablets  ' 


ALSO:  A BOOTS 
CONTRIBUTION  TO 
ARTHRITIS  RESEARCH 
WITH  EVERY  REBATL^ 

A 25^  contribution  per 
rebate  is  built  directly 
Into  the  RUFEN 
program.  And  with 
thousands  of  pre- 
scriptions anticip- 
ated for  RUFEN  400  mg 
each  year,  the  annual  po- 
tential for  arthritis  research  is 
enormous. 


^ ontributions  made  to:  International  League  Against  Rheumatism. 


WHEN  YOU'RE  WRITING  YOUR  NEXT 
PRESCRIPTION  EOR IBUPROEEN, 


PLEASE  REMEMBER: 


RUFEN® 

(ibu  profen/ Boots) 


(For  full  prescribing  information,  see  package  brochui* 

RUFEN^  Tablets 

(ibuprofen) 

INDICATIONS  AND  USAGE:  Treatment  of  signs  an, 
symptoms  of  rheumatoid  arthritis  and  osteoarthrijt 
during  acute  flares  and  in  the  long-term  managemM 
of  these  diseases.  Safety  and  effectiveness  have  no 
been  established  for  Functional  Class  IV  rheumaio* 
arthritis. 


RUFEN®  OFFERS  A $1.50  REBATE  DIRECT 
TO  YOUR  PATIENTS  ON  EVERY 
BOTTLE  OF  100  TABLETS  OF 
RUFEN  400  MG. 

RUFEN  COSTS  YOUR  patients  less  to 

BEGIN  WITH. 

RUFEN  CONTRIBUTES  25^  PER  REBATE  TO 
ARTHRITIS  RESEARCH. 

RUFEN  IS  NOT  A GENERIC . . . BOOTS 
IBUPROFEN  IS  THE  ORIGINAL. 

RUFEN  (IBUPROFEN)  IS  BIOEQUIVALENT  TO 
MOTRIN®  (IBUPROFEN).* 


Relief  of  mild  to  moderate  pain. 
CONTRAINDICATIONS:  Patients  hypersensitive  |, 
ibuprofen,  or  with  the  syndrome  of  nasal  polyps,  angm 
edema  and  bronchos pastic  reactivity  to  aspirin  or  othe 
nonsteroidal  anti-inflammatory  drugs  (see  WARNIN(3S| 
WARNINGS:  Anaphylactoid  reactions  have  occurrei 
in  patients  hypersensitive  to  aspirin  (see  CONTRAINO' 
CATIONS).  Peptic  ulceration  and  gastrointestmc 
bleeding,  sometimes  severe,  have  been  reportae 
Peptic  ulceration  and  gastrointestinal  bleeding,  some 
times  severe,  have  been  reported.  Peptic  ulceratior 
perforation,  or  gastrointestinal  bleeding  can  end  fatalli 
however,  an  association  has  not  been  establishec 
Rufen  should  be  given  under  close  supenrision  to  patient 
with  a history  of  upper  gastrointestinal  tract  diseast 
and  only  after  consulting  the  ADVERSE  REACTIONS 

In  patients  with  active  peptic  ulcer  and  active  rheumt 
toid  arthritis,  nonulcerogenic  drugs,  such  as  gok 
should  be  attempted.  If  Rufen  must  be  given,  the  patier 
should  be  under  close  supervision  for  signs  of  ulc« 
perforation  or  gastrointestinal  bleeding. 
PRECAUTIONS:  Blurred  and/or  diminished  visioi 
scotomata,  and/or  changes  in  color  vision  have  been  it 
ported.  If  developed,  discontinue  Rufen  and  adminisK 
an  ophthalmologic  examination. 

Fluid  retention  and  edema  have  been  associated  wit 
Rufen:  caution  should  be  used  in  patients  with  a histo, 
of  cardiac  decompensation. 

Rufen  can  inhibit  platelet  aggregation  and  prolon 
bleeding  time.  Use  with  caution  in  patients  with  intrinsi 
coagulation  defects  and  those  taking  anticoagulant! 

Patients  should  report  signs  or  symptoms  of  gastrea 
testinal  ulceration  or  bleeding,  blurred  vision  or  otht 
eye  symptoms,  skin  rash,  weight  gain  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insj 
ficiency,  patients  on  prolonged  corticosteroid  therap 
this  therapy  should  be  tapered  slowly  when  adding  Rufe 
DRUG  INTERACTION:  CoumarirHype  anticoagulant 
The  physician  should  be  cautious  when  administern 
Rufen  to  patients  on  anticoagulants. 

Aspirin.  Concomitant  use  may  decrease  Rufen  bloo 
levels. 

PREGNANCY  AND  NURSING  MOTHERS:  Rufe 


I hope  we've  given  you  several  good  reasons  to  re- 
member RUFEN  the  next  time  you  prescribe  ibuprofen. 

If  we  haven't,  or  if  you'd  like  to  know  more  about 
Boots  Pharmaceuticals  or  this  program,  please  don't 
hesitate  to  drop  me  a line.  Or  call  us  directly  at  our 
toll-free  number:  (800)  551-8119.  Louisiana  residents, 
call  (800)  282-8671. 

To  ensure  that  your  patients  receive  the  benefits  of  the 
Rufen  program,  be  sure  to  specify  "D.  A.W.,"  "No  Sub," 
or  "M^ically  Necessary^'  as  required  by  the  laws  of 
your  state. 

^ Sincerely, 

John  D.  Bryer,  President 
Boots  Pharmaceuticals,  Inc. 


Boots  Pharmaceuticals,  Inc. 

6540  LINE  AVENUE.  SHREVEPORT.  LOUISIANA  71106 


Pioneers  in  medicine  for  the  family 


should  not  be  taken  during  pregnancy  nor  by  nursin 
mothers. 

ADVERSE  REACTIONS 

Incidence  greater  than  1% 
Gastrointestinal:  The  most  frequent  adverse  reactic 
IS  gastrointestinal  (4%  to  1 6%).  Includes  nausea*,  epiga 
trie  pain*,  heartburn*,  diarrhea,  abdominal  distres 
nausea  and  vomiting,  indigestion,  constipation,  abdon 
nal  cramps  or  pain,  fullness  of  Gl  tract  (bloating  an 
flatulence).  Central  Nervous  System:  dizziness*,  haai 
ache,  nervousness.  Dermatologic:  rash*  (includir 
maculopapular  type),  pruritus.  Special  Senses:  tinnitu 
Metabolic:decreased  appetite,  edema,  fluid  retentio 
Fluid  retention  generally  responds  promptly  to  da 
discontinuation  (see  PRECAUTIONS). 

*lncidence  3%  to  9%. 

Incidence  less  than  1 in  100 
Gastrointestinal:  gastric  or  duodenal  ulcer  with  bleei 
mg  and/or  perforation,  hemorrhage,  melena.  Centr 
Nervous  System:  depression,  insomnia.  Dermatoloi 
ic:  vesiculobullous  eruptions,  urticaria,  erythema  mull 
forme  Special  Senses:  amblyopia  (see  PRECAUTION! 
Hematologic:  leukopenia,  decreased  hemoglob 

and  hematocrit.  Cardiovascular  congestive  hea 
failure  in  patients  with  marginal  cardiac  functio 
elevated  blood  pressure 

Causal  relationship  unknown 
Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liv, 
function.  Central  Nervous  System:  paresthesias.  h£ 
lucinations.  dream  abnormalities.  Dermatologic:  af 
pecia.  Stevens-Johnson  syndrome.  Special  Senses 
Conjunctivitis,  diplopia,  optic  neuritis.  Hematologi, 
hemolytic  anemia,  thrombocytopenia,  granulocytopen 
bleeding  episodes.  Allergic:  fever,  serum  sicknes 
lupus  erythematosus  syndrome.  Endocrine:  gyn, 
comastia,  hypoglycemia.  Cardiovascular:  arrhythmis 
(Sinus  tachycardia,  bradycardia,  and  palpitation: 
Renal:  decreased  creatinine  clearance,  polyuria,  azi 
temia. 

OVERDOSAGE:  Acute  overdosage,  the  stomach  shou 
be  emptied.  Rufen  is  acidic  and  excreted  in  the  urin 
alkaline  diuresis  may  benefit. 

DOSAGE  AND  ADMINISTRATION:  Rheumatoid  ■ 
thritis  and  osteoarthritis,  including  flareups  of  chron 
disease:  Suggested  dosage  400  mg  t.i.d.  or  q.I.d. 

Mild  to  moderate  pain:  400  mg  every  4 to  6 bourse 
necessary  for  relief  of  pain.  Do  not  exceed  2.400  rr 
per  day. 

CAUTION:  Federal  law  prohibits  dispensing  withoi 
prescription. 


♦Data  on  file. 


5/81 


Boots  Pharmaceuticals.  Inc. 
Shreveport,  Louisiana  71106 


RF-009 


OKC  405-495-0601  TULSA  918-587-8994  SHAWNEE  405-275-8020 

CLEVELAND  918-358-3559  LAWTON  405-355-6101 

CUSHING  918-225-5563  405-262-1021 

home 

A Non-profit  ^ ^ 

MEDICARE  APPROVED  HOME  HEALTH  AGENCY  ^ 

WHAT  IS  HOME  HEALTH  CARE? 

Home  health  care  is  a unique  part  of  the  community  total  health  delivery  system.  The  role  of  home  health 
care  is  to  make  available  to  each  physician  services  that  will  enhance  the  recovery  process  of  his  patients.  The 
physician  may  choose  to  utilize  home  health  care  for  his  homebound  patients  who  need: 

1.  SKILLED  NURSING  CARE  — to  apply  and  reinforce  his  treatment  regime  i.e.  special  diets,  injections, 
diabetes  care  and  instructions,  catheter  care,  colostomy  care,  and  other  needs  after  a hospital  stay  or  an 
illness  in  the  home.  — Or,  for  frequent  monitoring  and  reporting  of  patients  condition  to  their  physician. 

2.  HOME  HEALTH  AIDE  — to  carry  out  personal  hygiene  needs  of  his  patients. 

3.  PHYSICAL  THERAPY  — to  evaluate  and  carry  out  an  exercise  regime  or  other  therapeutic  treatment. 

4.  OCCUPATIONAL  THERAPY 

5.  SPEECH  THERAPY 

6.  MEDICAL  SOCIAL  WORKER 

7.  A NURSE  ON  CALL  24-HOURS  a day  for  problem  situations. 

8.  REFERRAL  SERVICES 

9.  HOSPITAL  PATIENT  EVALUATION 

10.  SUPPLIES  & EQUIPMENT  (approved  by  medicare  while  patient  is  on  our  service. 

Medicare  allows  1009f  coverage  for  these  services  to  those  who  qualify. 

OHH  is  presently  serving  over  30  counties  in  Oklahoma. 

FOR  MORE  INFORMATION  AND  ASSISTANCE  PLEASE  CALL 

OKLAHOMA  HOME  HEALTH,  INC. 


THERE’S  MORE  TO  ARMY  RESERVE  MEDICINE  THAN  THE  ARMY 


Add  the  prestige  of  an  officer's  commission  to  your  medical  career  without  leaving  your  hometown.  As  a 
qualified  physician,  you'll  receive  a direct  Army  Reserve  Commission.  You'll  serve  your  country  as  an  officer 
and  receive  an  officer's  pay  for  each  monthly  and  annual  training  session  you  attend. 


While  serving,  you’ll  accumulate  retirement  credit  to- 
ward a military  pension  at  age  60  after  the  completion 
of  20  years  of  parttime  service. 

For  one  weekend  a month,  you  can  be  the  kind  of 
doctor  many  doctors  would  like  to  be.  The  actual  time 
commitment  is  minimal.  Reserve  membership  takes 
only  16  hours  each  month  and  two  consecutive  weeks 
each  year. 


WE  ALSO  OFFER  SPECIAL  OPPORTUNITIES 
FOR  MEDICAL  STUDENTS 

For  more  information,  complete  and  mail  the 
coupon  below  or  call  today. 

ARMY  RESERVE  MEDICINE 
1528  CENTRAL  STREET 
KANSAS  CITY,  MO  64108 


I would  like  more  information  on  physician  opportunities. 

NAME TELEPHONE 

STREET  

CITY STATE ZIP. 

YOU  CAN  SERVE  YOUR  COUNTRY  WHILE  BUILDING  YOUR  FUTURE. 

ARMY  RESERVE  MEDICINE 

COLLECT:  (816)  421-6079 
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DRAMATIC 

NEWCLNCAL 

PROOF* 

In  the  treatment  of  impetigo- 

*KX)%  cure  rate  with 

TfegopenTcloxacilln  sodium) 

• only  a 60%  cure  rate  wHh  penicillin  V-K 


As  seen  on 
admission 


After  one  week 
of  penicillin  V-K 
therapy 


Two  weeks  after 
initiation  of 
TEGOPEN  therapy 


Treatment  failure  was  judged  to  have  occurred  when  lesions  increased  in  size  and/or  number  during 
the  initial  week  of  treatment  with  penicillin  V-K.  No  treatment  failures  occurred  with  Tegopen. 


*Data  on  file,  Bristol  Laboratories. 


I 


Brief  Summary  of  Prescribing  fnformaflon 

TEGOPEN® 

(cfoxaciflin  sodium) 

Capsufes  and  Oral  Solution 

For  complete  information,  consult  Official  Package  Circular  (12)  9/11/75 

INOICATIONS: 

Although  the  principal  indication  for  cloxacillin  sodium  is  m the  treatment  of  infections  due  to 
penicillinase-producmg  staphylococci,  it  may  be  used  to  initiate  therapy  m such  patients  in 
whom  a staphylococcal  infection  is  suspected  (See  Important  Note  below  ) 

Bacteriologic  studies  to  determine  the  causative  organisms  and  their  sensitivity  to  cloxacillin 
sodium  should  be  performed, 

IMPORTANT  NOTE 

When  it  is  judged  necessary  that  treatment  be  initiated  before  definitive  culture  and  sensitivity 
results  are  known,  the  choice  of  cloxacillin  sodium  should  lake  into  consideration  the  fact  that  it 
has  been  shown  to  be  effective  only  in  the  treatment  of  infections  caused  by  pneumococci. 
Group  A beta-hemolytic  streptococci,  and  penicillin  G-resistant  and  penicillin  G-sensitive 
staphylococci  If  the  bacteriology  report  later  indicates  the  infection  is  due  to  an  organism  other 
than  a penicillin  G-resistant  staphylococcus  sensitive  to  cloxacillin  sodium,  the  physician  is 
advised  to  continue  therapy  with  a drug  other  than  cloxacillin  sodium  or  any  other  penicillinase- 
resistant  semi-synthetic  penicillin. 


Recent  studies  have  reported  that  the  percentage  of  staphylococcal  isolates  resistant  to 
penicillin  G outside  the  hospital  is  increasing,  approximating  the  high  percentage  of  resistant 
staphylococcal  Isolates  found  m the  hospital.  For  this  reason,  it  is  recommended  that  a 
penicillmase-resistant  penicillin  be  used  as  initial  therapy  for  any  suspected  staphylococcal 
infection  until  culture  and  sensitivity  results  are  known 
Cloxacillin  sodium  is  a compound  that  acts  through  a mechanism  similar  to  that  of  methicillin 
against  penicillin  G-resistant  staphylococci.  Strains  of  staphylococci  resistant  to  methicillin 
have  existed  in  nature  and  it  is  known  that  the  number  of  these  strains  reported  has  been 
increasing  Such  strains  of  staphylococci  have  been  capable  of  producing  serious  disease,  in 
some  instances  resulting  m fatality  Because  of  this,  there  is  concern  that  widespread  use  of  the 
penicillmase-resistant  penicillins  may  result  in  the  appearance  of  an  increasing  number  of 
staphylococcal  strains  which  are  resistant  to  these  penicillins. 

Melhicillin-resistant  strains  are  almost  always  resistant  to  all  other  penicillmase-resistant 
penicillins  (cross-resistance  with  cephalosporin  derivatives  also  occurs  frequently) 
Resistance  to  any  penicillinase-resistant  penicillin  should  be  interpreted  as  evidence  of  clinical 
resistance  to  all.  m spite  of  the  tact  that  minor  variations  in  in  vitro  sensitivity  may  be 
encountered  when  more  than  one  penicillinase-resistant  penicillin  is  tested  against  the  same 
strain  of  staphylococcus 

CONTRAINDICATIONS: 

A history  of  a previous  hypersensitivity  reaction  to  any  of  the  penicillins  is  a contraindication 


RESULTS  OF  ORAL  THERAPY  revealed  a high 
percentage  of  treatment  failures  with  penicillin  V 

potassium,  but  no  failures  with  Tegopen. 

Given  Tegopen® 

Given 

(cloxacillin  sodium] 

penicillin  V-K 

Staphylococcus  aureus  (78  patients) 

39 

39 

Returned  to  clinic  at  one  week 

29t 

38t 

Treatment  failure  at  one  week 

0 

18  (47.4%) 

Staphylococcus  aureus  and 
Streptococcus  pyogenes  (9  patients) 

4 

5 

Returned  to  clinic  at  one  week 

4 

5 

Treatment  failure  at  one  week 

0 

2 (40%) 

No  initial  bacterial  growth  (14  patients) 

9 

5 

All  1 4 healed,  regardless  of  which 

antibiotic  was  administered. 

Beta-hemolytic  Sfrepfococcus  (1  patient) 

0 

1 

TOTALS:  102  patients 

52  patients 

50  patients 

tEleven  patients  did  not  return  for  their  one-week  checkup 
These  were  all  called  by  telephone,  and  their  families  reported 


the  lesions  had  healed  One  patient  was  dropped  from  the  study, 
early,  because  of  adverse  reaction  to  medication 


STUDY: 

DESCRIPTION/PROTOCOL 

• 102  nonselected  subjects,  with  initial  bacteri- 
ology as  follows;  77%  Staphylococcus  aureus, 
9%  mixed  Staphylococcus  aureus  and  Strep- 
tococcus pyogenes,  and  1 % beta-hemolytic 
Streptococcus. \ 

• All  patients  were  given  randomized  therapy— 
Tegopen  capsules  or  oral  solution,  or  penicillin 
V-K  tablets  or  oral  solution,  in  recommended 
dosages  according  to  body  weight. 


• All  patients  were  evaluated  after  one  week’s 
therapy.  If  there  was  no  improvement,  therapy 
was  switched  to  the  other  antibiotic.  The 
“other  antibiotic"  proved  to  be  Tegopen  100% 
of  the  time  because  no  treatment  failures  had 
occurred  with  Tegopen. 

• A final  assessment  of  progress  was  made  two 
weeks  after  initiation  of  Tegopen  therapy. 

tThe  remainder,  to  equal  100%.  consisted  of  14  patients  (13%) 
who  exhibited  no  initial  bacterial  growth  These  14  were  all 
healed,  whether  given  Tegopen  or  penicillin  V-K 


TEGOPEN 

(d(>aaln  sodium) 

-effective  therapy  for  staph  infections 
of  the  skin  and  skin  structures 


WAflNING: 

Serious  and  occasionally  fatal  hypersensitivity  (anaphylactoid)  reactions  have  been  reported 
in  patients  on  penicillin  therapy  Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins  These  reactions  are  more  apt  to  occur  in 
individuals  with  a history  of  sensitivity  to  multiple  allergens 
There  have  been  well  documented  reports  of  individuals  with  a history  of  penicillin 
hypersensitivity  reactions  who  have  experienced  severe  hypersensitivity  reactions  when 
treated  with  a cephalosporin.  Before  therapy  with  a penicillin,  careful  inquiry  should  be  made 
concerning  previous  hypersensitivity  reactions  to  penicillins,  cephalosporins,  and  other 
allergens  If  an  allergic  reaction  occurs,  the  drug  should  be  discontinued  and  the  patient  treated 
with  the  usual  agents,  e g.,  pressor  amines,  antihistamines,  and  corticosteroids 
Safety  for  use  in  pregnancy  has  not  been  established 
PRECAUTIONS: 

The  possibility  of  the  occurrence  of  superinfections  with  mycotic  organisms  or  other  pathogens 
should  be  kept  in  mind  when  using  this  compound,  as  with  other  antibiotics.  If  superinfection 
occurs  during  therapy,  appropriate  measures  should  be  taken 
As  with  any  potent  drug,  periodic  assessment  of  organ  system  function,  including  renal, 
hepatic,  and  hematopoietic,  should  be  made  during  long-term  therapy. 

ADVERSE  REACTIONS: 

Gastrointestinal  disturbances,  such  as  nausea,  epigastric  discomfort,  flatulence,  and  loose 


stools,  have  been  noted  by  some  patients  Mildly  elevated  SGOT  levels  (less  than  100  units)  have 
been  reported  in  a few  patients  for  whom  pretherapeutic  determinations  were  not  made  Skin 
rashes  and  allergic  symptoms,  including  wheezing  and  sneezing,  have  occasionally  been 
encountered  Eosinophilia.  with  or  without  overt  allergic  manifestations,  has  been  noted  in 
some  patients  during  therapy 

USUAL  DOSAGE: 

Adults:  250  mg.  q.6h 

Children;  50  mg. /Kg. /day  in  equally  divided  doses  q.Gh.  Children  weighing  more  than  20  Kg. 
should  be  given  the  adult  dose.  Administer  on  empty  stomach  for  maximum  absorption. 

N B INFECTIONS  CAUSED  BY  GROUP  A BETA-HEMOLYTIC  STREPTOCOCCI  SHOULD  BE 
TREATED  FOR  AT  LEAST  10  DAYS  TO  HELP  PREVENT  THE  OCCURRENCE  OF  ACUTE  RHEUMATIC 
FEVER  OR  ACUTE  GLOMERULONEPHRITIS 

SUPPLIED: 

Capsules— 250  mg  in  bottles  of  100  500  mg  in  bottles  of  100 
Oral  Solution— 125  mg./5  ml.  in  100  ml.  and  200  ml.  bottles. 


Bristol  Laboratories 

Division  of  Bristol-Myers  Company 

Syracuse.  New  York  13201 


BRISTOL'^ 


Copyright  ® 1981.  Bristol  Laboratories 


Advanced  Health  Systems.  Inc.  currently  manages  hospital 
and  professional  practices  throughout  the  Midwest.  Our 
locations  are  generally  in  smaller  towns  that  have  ready 
access  to  large  metropolitan  locations.  We  are  currently 
recruiting  positions  in  locations  for  K^msas.  Missouri. 

Oklahoma.  Michigan  and  the  Dakotas.  Our  needs  are  for 
primary  care  Physicians.  We  provide  a guaranteed  income, 
revenue  sharing,  our  management  e.xpertise.  plus  relocation 

assistance. 

For  more  information  call  Nancy  .Miner  at  800  325-4965. 


■Advanced  Health  Systems.  Inc. 


A full  range  of 
treatment .... 

As  an  Air  Force  Physician,  you  may 
practice  your  specialty  in  modern,  well- 
equipped  facilities  with  a complete  support 
staff. 

In  addition  to  the  wide  spectrum  of  clinical 
experience  you'll  gain,  you'll  have  adminis- 
trative support  to  alleviate  most  of  the 
clerical  workload.  The  type  of  medicine  you 
will  practice  is  based  on  the  needs  of  your 
patients,  regardless  of  their  financial  status. 

For  yourself  and  your  family.  Air  Force 
medicine  will  provide  reasonable  working 
hours,  excellent  pay,  30  days  of  paid  vacation 
each  year,  and  many  other  benefits. 

Consider  the  Air  Force  Medical  Corps  — a 
reasonable  alternative  for  today's  physicians. 
For  complete  information  contact: 

M-SGT  Howard  McDermott 
Call  CoUect  (405)  231-5247 
711  Stanton  L.  Young  Blvd.,  Suite  111 
Oklahoma  City,  OK  73104 

Air  Force.  A great  way  of  life. 


It’s  the  season  to  save  at  | 
Oklahoma’s  Seven  State  Resorts  i 

I 


Slip  away  to  one  of  Oklahoma  s seven  state  resorts  between  November  1 j 
anij  February  28  1982  and  you  II  save  15%  on  your  already  reasonable  i 
off-season  room  rate  To  take  advantage  of  this  offer  plan  now  to  make 
your  advance  reservations  Clip  this  ad  and  present  it  upon  check-in  to  I 
receive  your  discount  lodging  rate  | 


OHer  good  any  day  of  ti>e  <veeK 
Limii  one  couoon  per  visit  Not 
valid  in  conjunction  with  any  other 
discount,  groups  or  meetings  Ot- 
ter e*Dires  February  28  1982 
Valid  for  registered  guests  oniy 
a<xt  subject  to  avaiiat>iiry  of  rooms 


ARROWHEAD  RESORT 
On  Lake  Eufaula  (916)339-2711 
FOUNTAINHEAD  RESORT 
On  Lake  Eufaula  i9i8)  689-2501 
LAKE  MURRAY  RESORT 
On  Lake  Murray  (405)223-6600 
LAKE  TEXOMA  RESORT 
OnLakeTexoma  i405)564-23l  1 


OUARTZ  MOUNTAIN  RESORT  | 
On  Lake  Aitus-Lugert  | 

(405)563-2424  I 

HOMAN  NOSE  HESORT  [ 

On  Lake  Boocher  (405)623-7281  i 
WESTERN  HILLS  i 

GUEST  RANCH  I 

On  Fort  Gibson  Lake  I 

19181772-2545  , 


TOLL  FREE  NUMBERS  FOR  RESERVATIONS  AND  INFORMATION 
inA'Aansas  Cotoraoo  ka'^sas  M-s$ovK>  Ne*  MeiiCO  .n  Oiaryyna  iSOCi  522-6S6S  etc 
aivaTeiascenceorSi?)  '800i6Sa-6240  C'TyS2r-24e4 


I 


76th  OKLAHOMA  STATE 
MEDICAL  ASSOCIATION 
ANNUAL  MEETING 

May  5-8,  1982 

Toll-Free  Reservations 

(800)  654-4500 
In  Oklahoma: 

(800)  522-3333 


Skirvin  Plaza  Hotel 
One  Park  Avenue 
Oklahoma  City,  Oklahoma 


xxvi 


Oklahoma  State  Medical  Association 


59.75° 


DALMANE  Chloral  hydrate  Ethchlorvynol 

30  mg  1000  mg  500  mg 


WITH  AN  UNSURPASSED  RECORD 
OF  EFFICACY  AND  SAFETY 

The  efficacy  of  Dalmane  (flurazepam  HCI/Roche)  has 
been  documented  in  185  studies  involving  9141  pa- 
tients suffering  from  one  or  more  of  the  three  major 
forms  of  insomnia-difficulty  falling  asleep,  staying 
asleep  and  sleeping  long  enough.* 

Relative  safety  was  demonstrated  in  a large  study  of 
2542  hospitalized  medical  patients.  Only  3.1°o  of 
these  patients  reported  adverse  reactions-predomi- 
nantly  unwanted  residual  drowsiness.  None  of  the 
reactions  were  considered  serious  by  attending 
physicians.* 

FOR  SLEEP  WITHIN  17  MINUTES" 

AND  NO  WORSENING  OF  SLEEP 
ON  DISCONTINUATION 

Rapid  sleep  induction,  within  17  minutes  on  average, 
sets  the  stage  for  insomnia  relief.  And,  after  discontinu- 
ation of  Dalmane  for  periods  ranging  up  to  14  nights, 
no  worsening  of  sleep  compared  with  baseline 
was  observed.'* 

Should  insomnia  recur,  the  patient  may  require  guid- 
ance in  setting  up  a regular  sleep  program  to  help 


Methaqualone  Secobarbital 

400  mg  100  mg 


DALMANEc 

flurazepam  HCI/Roche 

THE  STANDARD  OF  HYPNOTIC  EFFICACY 
FROM  THE  LEADER  IN  SLEEP  RESEARCH 


Please  see  reverse  side  ioga  summary 
of  product  information. 


provide  the  optimum  environment  for  the  onset  of 
natural  sleep.  If  hypnotic  therapy  is  required,  it  should 
be  given  for  the  shortest  time  at  the  lowest  effective 
dose  to  achieve  the  desired  goal. 

Consider  other  medications  the  patient  may  be  taking 
(including  alcoholic  beverages)  and  be  aware  of 
possible  drug  interactions.  Please  note  that  patients 
should  be  treated  for  underlying  physical  or  psycho- 
logical factors  before  therapy  with  a sleep  medication 
is  undertaken. 


Glutethimlde 
500  mg 


*p<0.01 

Adapted  from  Kates  A.  e(  a/:  J Chn 
Pharmacol  J7;207-213.  Apr  1977 


SLEEP-SPECIFIC 

DALMANEc 

flurazepam  HCI/Roche 

One  15-mg  capsule  P.s. -recommended  initial  dosage 
for  elderly  or  debilitated  patients. 

One  30-mg  capsule  b.s. -usual  adult  dosage 
(15  mg  may  suffice  in  some  patients) 

THE  STANDARD  FOR  HYPNOTIC  EFFICACY 
WITH  IMPORTANT  ADDED  BENEFITS 

• Well  tolerated^ 

• No  chemical  Interference  with  many  commonly  ordered 
laboratory  tests,  including  triglycerides,  uric  acid,  glucose, 
SGOT.  alkaline  phosphatase  and  total  protein^®  (See  adverse 
reactions  section  of  complete  product  information.) 

• Compatible  with  chronic  warfarin  therapy:  no  unacceptable 
fluctuation  in  prothrombin  time  reported'® 

UNLIKE  NONSPECIFIC  MEDICATIONS 
USED  FOR  SLEEP 

Tricyclic  antidepressants 

-which  are  not  sleep  specific,®  yet  are  sometimes  used  m 
nondepressed  patients  for  sleep 
-which  can  cause  transient  insomnia  in  the  elderly’® 

-which  can  require  careful  monitoring  in  cardiovascular 
patients’® 

-which  have  strong  anticholinergic  effects' 

Antihistamines 

-which  are  not  reliable  sleep-inducing  agents  ' 

-which  may  produce  stimulation  instead  " 

-which  have  anticholinergic  effects 

Major  tranquilizers 

-whose  side  effects  may  be  troublesome  for  nonpsychotic 
patients'^ 

-where  tolerance  for  sedation  appears  rapidly'^ 

Dalmane  does  not  cause  significant  worsening  of  sleep 
beyond  baseline  levels  upon  discontinuation." 

References.  1.  Kales  A et  ai  J Om  Pharmacol  17  207-213  Apr  1977  2.  Data  on  file  Medical 
Department,  Hoffmann-La  Roche  Inc  . Nutley  NJ  3.  Greenplatt  DJ  Allen  MD.  Shader  Rl  Clin 
Pharmacol  Ther  21  355-361.  Mar  1977  4.  Kaies  A et  al  Clm  Pharmacol  Ther  18  356-363.  Sep 
1975  5.  Moore  JD  Weissman  L J Clm  Pharmacol  16  241-244  May-Jun  1976  6.  Spiegel  HE 
Data  on  file.  Medical  Department.  Hoffrnann-La  Roche  Inc  Nutley  NJ  7.  Robinson  DS. 

Amidon  EL  Interaction  of  benzodiazepines  with  wariann  m man.  m The  Benzodiazepines. 
edited  by  Garattmi  S Mussini  E.  Randall  LO  New  York.  Raven  Press.  1973.  pp  641-646 

8.  Warfarin  Study  Data  on  file  Medical  Department.  Hoffmann-La  Roche  Inc  Nutley  NJ 

9.  Baidessann*  Rj  Drugs  and  the  treatment  of  psychiatric  disorders,  chap  19.  m Goodman 
and  Gilmans  The  Pharmacological  Basis  of  Therapeutics,  ed  6 New  York.  Macmillan 
Publishing  Co  Inc  . 1980  pp  391-447  10.  Cole  JO.  Davis  JM  Antidepressant  drugs,  chap 

31  2.  in  Comprehensive  Textbook  of  Psychiatry  II.  edited  by  Freedman  AM,  Kaplan  Hi  Sadock 
BJ.  ed  2 Baltimore  The  Williams  & Wilkins  Company,  vol  2 1976.  pp  1941-1956  11.  Douglas 
WW  Histamme  and  5-hydroxytryptamine  (serotonin)  and  thetr  antagonists,  chap  26.  m 
Goodman  and  G'lmans  The  Pharmacological  Basis  of  Therapeutics,  ed  6 New  York. 
Macmillan  Publishing  Co  Inc  . 1980  pp  609-646  12.  Davis  JM.  Cole  JO  Antipsychotic  drugs, 
chap  31  1 in  Comprehensive  Textbook  of  Psychiatry  II  edited  by  Freedman  AM,  Kaplan  HI 
SadocK  BJ  ed  2 Baltimore  The  Williams  & Wilkins  Company,  vol  2,  1976.  pp  I92i-1940 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  fall 
asleep,  frequent  nocturnal  awakenings  and  dr  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  habits;  in  acute  or  chronic 
medical  situations  requiring  restful  sleep  Objective  sleep  laboratory  data  haw 
shown  effectiveness  for  at  least  28  consecutive  nights  of  administration  Sina 
insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  genet 
not  necessary  or  recommended  Repeated  therapy  should  only  be  undertake 
with  appropriate  patient  evaluation 

Contraindications:  Known  hypersensitivity  to  flurazepam  HCI;  pregnancy 
Benzodiazepines  may  cause  fetal  damage  when  administered  during  pregnai 
Consider  possibility  of  pregnancy  when  instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  pregnant 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  anc 
other  CNS  depressants.  An  additive  effect  may  occur  if  alcohol  is  consumed 
the  day  following  use  for  nighttime  sedation.  This  potential  may  exist  for  sever 
days  following  discontinuation  Caution  against  hazardous  occupations  requir 
complete  mental  alertness  (e.g..  operating  machinery,  driving).  Potential 
impairment  of  performance  of  such  activities  may  occur  the  day  following 
ingestion.  Not  recommended  for  use  in  persons  under  15  years  of  age 
Though  physical  and  psychological  dependence  have  not  been  reported  on 
recommended  doses,  abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication  for  a prolonged  period  of 
time.  Use  caution  in  administering  to  addiction-prone  individuals  or  those  whc 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is  recommended  that  the 
dosage  be  limited  to  15  mg  to  reduce  risk  of  oversedation,  dizziness,  confusio 
and  or  ataxia.  Consider  potential  additive  effects  with  other  hypnotics  or  CNS 
depressants.  Employ  usual  precautions  in  severely  depressed  patients,  or  in 
those  with  latent  depression  or  suicidal  tendencies,  or  in  those  with  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness,  staggering,  at; 
and  falling  have  occurred,  particularly  in  elderly  or  debilitated  patients  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably  indicative  of  drug 
intolerance  or  overdosage,  have  been  reported.  Also  reported:  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  constipation,  Gl  pain, 
nervousness,  talkativeness,  apprehension,  irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU  complaints  There  have  also  been  r 
occurrences  of  leukopenia,  granulocytopenia,  sweating,  flushes,  difficulty  in 
focusing,  blurred  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  salivation,  anore> 
euphoria,  depression,  slurred  speech,  confusion,  restlessness,  hallucinations, 
and  elevated  SGOT,  SGPT  total  and  direct  bilirubins,  and  alkaline  phosphatas 
and  paradoxical  reactions,  e g.,  excitement,  stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 

Adults:  30  mg  usual  dosage:  15  mg  may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  recommended  initially  until  response  is  determine* 
Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCI. 


ROCHE  PRODUCTS  INC 
Manati,  Puerto  Rico  00701 


We  believe  private  psychiatric  treat- 
ment is  a vital  option  which  should  al- 
ways be  available  to  physicians  and 
their  patients.  Since  1939,  we  have  been 
dedicated  to  bringing  life's  potential 
within  the  grasp  of  our  patients. 

Through  our  adolescent  treatment 
program,  we  are  meeting  the  mental 
health  needs  of  a growing  group  of 
psychiatric  patients.  Willow  View  Hos- 
pital has  also  expanded  its  alcohol  re- 
habilitation program. 

The  administration  and  staff  invite 
you  to  become  better  acquainted  with 
the  services  we  offer  at  Willow  View. 


MEDICAL  STAFF 


ACTIVE 

Nolen  L.  Armstrong,  MD 
Harold  J.  Binder.  MD 
A.  A.  Hellams,  MD 
Wolfgang  Huber,  MD 
Joseph  B.  Ruffin,  MD 


Joe  G.  Savage,  MD 
Harold  G.  Sleeper,  MD 
Carl  R.  Smith,  MD 
Shreekumar  Vinekar,  MD 

ASSOCIATE 
Gloria  B.  Green,  MD 


Dolores  R.  Wiggins,  Hospital  Administrator 
Harold  G.  Sleeper,  MD,  Medical  Director 
Nolen  L.  Armstrong,  MD,  Chief  of  Staff 


2601  Spencer  Road 

P.O.  Box  11137  • Oklahoma  City,  Oklahoma  731 36  • Phone  405  427-2441 
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Lyman  C.  Veazey,  MD  Winfred  L.  Medcalf,  MD 

Lloyd  G.  McArthur,  PhD,  MD  Robert  C.  Troop,  PhD,  MD 

Edward  E.  Velayos,  MD,  FACP 


207  C Street  NW  Ardmore,  Ok.  73401 

Phone  (405)  223-5180 


THE  CHiCKASHA  CLINIC 
AND 

TIMBER  CREEK  BRANCH 


FAMILY  PRACTICE 
J.  W McDoniel  MO 
J O Wood,  Jr  MD 
Don  R Hess.  MD 
Tim  Bohn.  MD 


INTERNAL  MEDICINE 
W S Harrison.  MD 
D L Stenr.  MD 
R.  S.  Daves.  MD 

GASTROENTEROLOGY 
C K Su  MD 

CARDIOLOGY 
J.  T Bledsoe.  MD 

OBSTETRICS  AND  GYNECOLOGY 
Nancy  W Dever,  MD 
Alan  J Weedn.  MD 

PEDIATRICS 

R E Herndon  MD 
E R On  MD 
J E Freed.  MD 
M P Escobar.  MD 


GENERAL  SURGERY  AND 
INDUSTRIAL  MEDICINE 
C R Gibson.  MD 

GENERAL  AND  VASCULAR  SURGERY 
Linda  M Johnson.  MD 
R D Redman.  MD 


THORACIC 

AND  VASCULAR  SURGERY 
Paul  B Loh.  MD 


UROLOGY 
K 'F  Varma.  MD 

ORTHOPEDIC  SURGERY 
W T Morns.  MD 
Keith  W Riggins.  MD 


RADIOLOGY  (Consulting) 
Don  Delzer.  MD 
J H Gardner,  MD 
J E,  Milton,  MD 


PHYSICAL  MEDICINE  AND 
REHABILITATION 
Kumud  v'aidya.  MD 


PHYSICIANS  ASSISTANTS 
W M OhI,  PA 
H L Watkins.  PA 
Myra  Campbell.  PA 


OPHTHALMOLOGY 
John  D Fisher.  MD 


ADMINISTRATION 
James  W Loy 


Accredited  A.A.H.C.,  Inc. 


MAIN  CLINIC 

2222  IOWA,  CHICKASHA,  OK  224-4853 


TIMBER  CREEK  BRANCH 

ROUTE  3,  BOX  124M,  TUTTLE,  OK  73089 
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GLflxr-na/on  cunic 


INDUSTRIAL  MEDICINE  & 
INDUSTRIAL  SURGERY 

SELWYN  A.  WILLIS,  MD,  Inc. 
WILLIAM  G.  MAYS,  MD,  Inc, 

W.  F.  PHELPS,  MD 

RALPH  L.  NICHOLSON,  MD,  Inc. 

RICHARD  E.  WITT,  MD 


PEDIATRICS 

GEORGE  R.  KRIETMEYER,  MD,  Inc. 
HUGH  C.  GRAHAM,  JR.,  MD 
JOEL  K.  GIST,  MD 
PATRICK  J.  DALEY,  MD 

RADIOLOGY 

WILLIAM  K.  HICKS,  MD 


INTERNAL  MEDICINE  & 
EXECUTIVE  PHYSICALS 

ROBERT  T.  CRONK,  MD,  INC. 
WILLIAM  F.  EWING,  MD,  INC. 
BOYD  O.  WHITLOCK,  MD 
RICHARD  H.  REID,  MD 
R.  A,  SEARCY,  MD 
PHILIP  W.  PERRYMAN,  JR.,  MD 


WAYNE  KELLY,  MD 
JAMES  L.  BACON,  MD 
GLEN  L.  BERKENBILE,  MD 


GENERAL  SURGERY  ADMINISTRATION 

ROBERT  G.  PERRYMAN,  MD,  Inc.  JOSEPH  W.  RHINE 
FRANKLIN  S.  NELSON,  MD  F.  R.  (Rod)  GILES 


1923  East  21st  Street  Box  52218»TULSA,  OKLAHOMA  74152  • PHONE  (918)  742-3341 


THE  McALESTER  CLINIC,  INC. 

1401  East  Van  Buren  Avenue 

McAIester,  Oklahoma  74501 

(918)  426-0240 

Complete 

Clinic  Facilities 

INTERNAL  MEDICINE 

FAMILY  MEDICINE 

STEVEN  D.  ATWOOD,  MD 

JOHN  B.  COTTON,  MD 

CHARLES  K.  HOLLAND,  MD 

WILLIAM  E.  GUPTON,  MD 

R.  KERN  JACKSON,  MD 

ERANCIS  R.  LONERGAN,  MD 

KENNETH  P,  MILLER,  MD 

HOMER  C,  WHEELER,  MD 

LEROY  M.  MILTON,  MD 

OBSTETRICS-GYNECOLOGY 

PEDIATRICS 

ROBERT  G.  CATES,  MD 

DELTA  W.  BRIDGES,  JR.,  MD 

W.  RILEY  MURPHY,  JR.,  MD 

THURMAN  SHULLER,  MD 

GARY  L.  ROSE,  MD 

SURGERY 

OTOLARYNGOLOGY 

WILLIAM  G.  BLANCHARD,  MD,  EACS 

SAMUEL  E.  DAKIL,  MD 

GEORGE  M.  BROWN,  JR.,  MD,  EACS 

RADIOLOGY 

ADMINISTRATION 

BRUCE  H.  BROWN,  MD 

PAUL  B.  BISHOP 
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MEDICAL  ARTS  CLINIC  OF  ARDMORE,  INC. 

921  Fourteenth  Avenue  Northwest 
Ardmore,  Oklahoma  73401 


General  Surgery 
THORNTON  KELL,  MD,  FACS 
=^TOM  SPARKS,  MD,  FACS 


General  and  Vascular  Surgery 
=nVILFRED  S.  GAUTHIER,  MD,  FACS 


Radiology  (Consultants) 

* MICHAEL  W.  BROWN,  MD 
*JAMES  A.  CHAPMAN,  MD 


Internal  Medicine 

J.  HOBSON  VEAZEY,  MD 

^CLIFFORD  LORENTZEN,  MD,  FACP 

=^DAVID  D.  ROSE,  MD 

*JOE  R.  HAMILL.  MD 

*KEV1N  H.  REED,  MD 

Pediatrics 

* DEBORAH  N.  BAIRD,  MD 
GWEN  C.  FUENTES,  MD 


Pathology  (Consultant)  Administrator 

*CARL  A.  SCHWEERS,  MD  ROGER  H.  HUGHES 


Phone:  A^C  405-223-5311 


^Specialty  Board  Diplomate 


mmsm 


750  Northeast  13th  Street 
Near  the  Oklahoma  Health  Center 
(2  Blocks  East  of  Lincoln  Blvd.) 
Oklahoma  City,  Oklahoma 


George  S.  Bozalis,  MDt 
Vernon  D.  Cushing.  MDt* 
George  L.  Winn,  MDt 
Robert  S.  Ellis,  MDt* 
Lyle  W.  Burroughs,  MDt° 


Specializing  in  the  diagnosis 
and  treatment  of  allergic  diseases 
in  adults  and  children. 


Charles  D.  Haunschild,  MDt° 
James  H.  Wells,  MDt* 
John  R.  Bozalis.  MDt* 
James  D.  Lakin,  Ph.D.,  MDt* 
John  S.  Irons,  MDt° 


1 Consultant 

t Diplomate  American  Board  of  Allergy  and  Immunology 
* Diplomate  American  Board  of  Internal  Medicine 
° Diplomate  American  Board  of  Pediatrics 

Post  Office  Box  26827 
Oklahoma  City,  Oklahoma  73126 
Telephone  (405)  271-3232 
Dwight  Mitchell,  Jr.,  Administrator 


By  appointment  8 a m.  to  5 p m.  (Wednesday  and  Saturday  8 a m.  to  12  noon) 
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OKLAHOMA  CITY  CLINIC 

Multiple  Specialty  Clinic 

701  Northeast  10th  Street  Oklahoma  City,  Oklahoma  Telephone — 271-2700 


INTERNAL  MEDICINE 

INFECTIOUS  DISEASES 

OTOLARYNGOLOGY 

W.  W,  Rucks,  Jr,,  MD 

Daniel  J Sexton.  MD 

Charles  J Wihe,  MD 

William  S.  Pugsley,  MD 

Joseph  E.  Leonard.  MD 

Donald  G Preuss.  MD 

Willard  B-  Moran.  Jr , MD 

Earl  S Elliott,  Jr . MD 

HEMATOLOGY-ONCOLOGY 

PEDIATRICS 

CARDIOLOGY 

Ralph  G.  Ganick,  MD 

D R.C'idrd  is  imaei  MD 

James  E,  Mays,  Jr  . MD 

Charles  W Cathey,  MD 

Hal  B Vorse,  MD 

Charles  W Robinson,  Jr  , MD 

William  J.  Kruse.  MD 

Alexander  Poston.  MD 

GENERAL  SURGERY 

Gary  D McGann.  MD 

Thomas  R Russell.  MD 

Mickey  E Crittenden.  MD 

Paul  C,  Houk,  MD 

Frank  G,  Gatchell.  MD 

Don  L Wilber.  MD 

Stanley  G.  Rordrson.  MD 

Stephen  G ReMine,  MD 

ENDOCRINOLOGY 

RHEUMATOLOGY 

James  L Males,  MD 

OBSTETRICS  AND  GYNECOLOGY 

William  T.  Tatum,  Jr , MD 

Ronald  P Painton,  MD 

John  W Records.  MD 

Schales  L Atkinson,  MD 

DERMATOLOGY 

GASTROENTEROLOGY 

Roger  D,  Quinn,  MD 

William  J.  Sahl.  Jr..  MD 

Malcolm  G Robinson.  MD 

Thomas  R Bryant.  MD 

David  A Neumann,  MD 

Ronald  E,  Hempling.  MD 

Gretchen  A McCoy,  MD 

ORTHOPEDIC  SURGERY 

CARDIOVASCULAR- 
THORACIC  SURGERY 

PULMONARY  DISEASE 

Edward  R Munnell.  MD 

William  W Cook.  MD 

Edwin  R Maier.  MD 

R Nathan  Grantham.  MD 

Mark  Steven  Fixley,  MD 

J.  Patrick  Livingston,  MD 

Paul  J.  Kanaly,  MD 

RADIOLOGY 

Edmond  H.  Kalmon,  Jr,,  MD 
Melvin  C.  Hicks.  MD 
J Kent  Chesnul.  MD 
Alan  M,  Effron,  MD 
Howard  G.  Darnel,  MD 
Robyn  L Birdwell,  MD 

UROLOGY 

Donald  D Albers.  MD 
William  F.  Barnes,  MD 


CLINICAL  PSYCHOLOGY 

Lucien  D.  Rose.  PhD 

AMBULATORY  CARE 

Leslie  A Arneson,  MD 
Kent  C Hensley.  MD 


EXECUTIVE  DIRECTOR 
A Wayne  Coventon 


Orthopedic  & Arthritis  Center 

McBRIDE  CLINIC,  Inc. 

1111  North  Dewey  / Oklahoma  City,  Oklahoma  / 232-0341 


DEPARTMENT  OF  ORTHOPEDICS 
*Marvin  K.  Margo,  MD,  FACS 
♦James  P.  Bell,  MD,  FACS 
♦Stephen  Tkach,  MD,  FACS 
♦Joseph  F.  Messenbaugh  111,  MD,  FACS 
♦J.  Patrick  Evans,  MD,  FACS 
♦Edwin  E.  Rice,  MD,  FACS 
♦Warren  G.  Low,  MD 
♦Thomas  C.  Howard,  III,  MD 


DEPARTMENT  OF  ARTHRITIS 
John  A.  Blaschke,  MD 
Mary  L.  Duffy  Honick,  MD 
♦Richard  J.  Hess,  MD,  FACP 
■^Jon  W.  Blaschke,  MD 
♦R.  Eugene  Arthur,  MD 


DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 
Robert  R.  Dugan,  MD 
James  S.  Petty,  MD 


♦Specialty  Board  Diplomate 


MANAGEMENT  SERVICES 
James  A.  Hyde,  Administrator 
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Shawnee  Medical  Center  Clinic,  Inc. 

2801  N.  SARATOGA  P.O.  BOX  849  ' SHAWNEE,  OKLAHOMA  74801  / Phone:  405-273-5801 


ALLERGY  INDUSTRIAL  MEDICINE 

A.  M.  Bell,  MD*  A M.  Bell,  MD 

Jake  Jones,  Jr.,  MD 
R.  K.  Mohan,  MD 

ANESTHESIOLOGY  CONSULTANTS 


Ellis  Brown,  MD* 
Michael  Daughety,  MD“ 


DERMATOLOGY 

Bert  C.  Frichot,  III,  MD* 


FAMILY  PRACTICE 

K.  T.  Mosley,  Jr.,  MD 


INTERNAL  MEDICINE 

Merle  L.  Davis,  MD 
Larry  D.  Fetzer,  MD 
Eldon  V.  Gibson,  MD* 
John  R.  Hayes,  MD 
D.  A.  Mace,  MD 


OBSTETRICS,  GYNECOLOGY 

Paul  B.  Edmonds,  MD* 

Richard  E.  Jones,  MD* 

Robert  S.  McCrea,  MD* 


ORTHOPEDIC  SURGERY 

T A.  Balan,  MD,  FAAOS* 

R.  M.  Kamath,  MD.  MS*  (Ortho) 


OTORHINOLARYNGOLOGY 

S.  Rishi,  MD* 


PEDIATRICS 

A.  M.  Bell,  MD* 

Jake  Jones,  Jr.,  MD* 
R.  K.  Mohan.  MD* 


RADIOLOGY  CONSULTANTS 

William  Phillips,  MD* 

Robert  G.  Wilson,  MD* 

Cranfill  K.  Wisdom,  MD* 


UROLOGY 

N.  M.  Kotecha,  MD* 


GENERAL  SURGERY 

Frank  H.  Howard.  MD* 
Jerold  D.  Kethley.  MD 
Jeffrey  L.  Wallace.  MD* 


NEONATOLOGY 

R.  K.  Mohan,  MD 

* Board  Certified 


PATHOLOGY  CONSULTANT  ADMINISTRATOR 

David  L.  McBride,  MD*  W.  J.  Bimey 


THORACIC  and  CARDIOVASCULAR  SURGERY 

A Professional  Corporation 

3400  N.W.  Expressway 
Oklahoma  City,  Oklahoma  73112 

Cardiac,  Thoracic,  Peripheral 
Vascular,  Endoscopy 

Allen  E.  Greer,  MD  William  D.  Hawley,  MD 

John  M.  Carey,  MD  James  M.  Hartsuck,  MD 

Nazih  Zuhdi,  MD  R.  Darryl  Fisher,  MD 


Certified  American  Board  of  Surgery 
Certified  American  Board  of  Thoracic  Surgery 

Telephone  405  - 946-5641 
Toll  Free  800  - 522-6525 
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GENERAL  AND  CARDIOVASCULAR  NUCLEAR  MEDICINE 

DEVAKI  GANESAN,  MD 

1211  North  Shartel,  Suite  304,  Oklahoma  City,  Oklahoma  73103 
Office:  236-8644  Exchange:  523-1685 


Thyroid  Uptake  and  Imaging 
Salivary  Gland  Imaging 
Liver  Function  w'Rose  Bengal  etc. 
Liver  and  Spleen  Imaging 
Bowel  Imaging 
Gastric  Emptying 
Gastroesophageal  Reflux 
Pulmonary  Perfusion  Imaging 


Brain  Flow  and  Imaging 
Cisternography  and  Shunt  Patency  Studies 
Renal  Flow,  Function  and  Imaging 
Gallium  Scanning,  for  Tumor  and  Infection 
Rest  and  Exer.  Nuclear  Ventriculography 
Thallium  Myocardial,  rest  and  exercise 
imaging 

Intracardiac  Shunt  Quantification 


PLASTIC  & RECONSTRUCTIVE  SURGERY  CLINIC,  INC. 

Edward  A.  Shadid,  MD,  FACS 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 

1117  N.  Shartel  405  232-7592  Oklahoma  City,  Oklahoma  731 03 

Board  Certified  in  Plastic  Surgery 


KAUTILYA  MEHTA,  MD 

VASCULAR  SURGEON 

2824  Parklawn  Drive,  Suite  2 Midwest  City,  Oklahoma  73110 

Phone  405  733-2231 


OKLAHOMA  HANDi=:pU||-i 
SURGERY  CENTER,  INcTbg  ) 

Carlos  A.  Garcia-Moral,  MD,  FACS 
405/232-3210 

711  Stanton  L Young  Boulevard,  Suite  510  Oklahoma  City,  Ok  73104 
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M.  D.  Peyton,  MD,  Inc. 

Cardiovascular  And  Thoracic  Surgery 

Certified  American  Board  of  Surgery 
Certified  American  Board  of  Thoracic  Surgery 

1044  S.W.  44  1211  N.  Shartel 

Suite  520  Suite  706 

Oklahoma  City,  OK  73109  Oklahoma  City,  OK  73102 

(405)  631-8665  ANSWERING  SERVICE  (405)  232-6934 

(405)  556-0126 


OKLAHOMA  PLASTIC  & RECONSTRUCTIVE  SURGEONS,  INC. 

W.  Edward  Dalton,  MD,  FACS  Paul  Silverstein,  MD,  FACS  J.  Michael  Kelly,  MD,  FACS 
Plastic,  Reconstructive  & Cosmetic  Surgery;  Surgery  of  the  Hand  & Congenital  Deformities; 
Oncologic  Surgery  of  the  Head  and  Neck,  Burn  Surgery 

3400  NW  Expressway,  Oklahoma  City,  Okla.  73112 
(405)  946-0731 

Board  Certified  in  Plastic  Surgery 
Board  Certified  in  General  Surgery 


EMERGENCY  MEDICINE 

Director  and  staff  physician  sought  for  low-to- moderate 
volume  emergency  department  less  than  one  hour  north 
of  Tulsa.  No  weekends  or  holidays.  Twenty-four  hour 
shifts  available  if  desired.  New  ED  has  ten  fully- 
equipped  examining  rooms.  Excellent  income;  paid  mal- 
practice insurance;  flexible  scheduling  provided. 

For  complete  details  call  or  write 
Susan  Haberman 
1111  North  Westshore  Boulevard 
Suite  211 

Tampa,  Florida  33607 
(813)  870-2356  (collect) 


76TH  Annual  Meeting  of  the 

OKLAHOMA  STATE  MEDICAL 
ASSOCIATION 

MAY  5-8,  1982 

SKIRVIN  PLAZA  HOTEL 
Oklahoma  City,  OK 
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Cyclapen®-W  (cyclacillin) 


Indicqtions 

Cycioci//m  hos  /ess  in  vitro  activity  than  other  drugs  m the  ompicil- 
tin  c/oss  and  its  use  should  be  confined  to  these  indications.-  Treat- 
ment of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta- 
hemolytic  streptococci 

Bronchitis  ond  pneumonia  caused  by  S.  pneumoniae  (for- 
merly 0.  pneumoniae) 

Otitis  media  caused  by  S.  pneumomoe  (formerly  0.  pneu- 
moniae) and  H.  influenzae 

Acute  exocerbotion  of  chronic  bronchitis  caused  by  H. 
influenzae* 

*Though  clinicol  improvement  has  been  shown,  bocteriologic 
cures  cannot  be  expected  in  all  patients  with  chronic  respira- 
tory disease  due  toH.  influenzae. 

SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beto-hemolytic  streptococci  and  staphylococci,  non- 
peniciliinose  producers. 

URINARY  TRACT  INFECTIONS  caused  by  E . coli  and  P.  mirabi/is. 
(This  drug  should  not  be  used  in  any  E.  coli  ond  P.  mirobi/is 
infections  other  than  urinary  tract. ) 

NOTE:  Perform  cultures  and  susceptibility  tests  initially  ond  dur- 
ing treotment  to  monitor  effectiveness  of  therapy  ond  susceptibil- 
ity of  bacteria.  Therapy  may  be  instituted  prior  to  results  of 
sensitivity  testing. 

Contraindications  Contraindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins. 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  in- 
dications listed  herein. 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class.  However,  clinical  trials  demonstroted  it  is 
efficocious  for  recommended  indicotions. 

Serious  and  occasional  fatal  hypersensitivity  (anaphylac- 
toid) reactions  have  been  reported  in  patients  on  penicil- 
lin. Although  anaphylaxis  is  more  frequent  following 

fiarenteral  use,  it  has  occurred  in  patients  on  oral  penicil- 
ins.  These  reactions  are  more  apt  to  occur  in  individuols 
with  history  of  sensitivity  to  multiple  allergens.  There  are 
reports  of  patients  with  history  of  penicillin  hypersen- 
sitivity reactions  who  experienced  severe  hypersensitivity 
reactions  when  treated  with  a cephalosporin.  Before  peni- 
cillin therapy,  carefully  inquire  about  previous  hypersen- 
sitivity reactions  to  penicillins,  cephalosporins  and  other 
allergens.  If  allergic  reaction  occurs,  discontinue  drug  and 
initiate  appropriate  therapy.  Serious  anophylactoid  reac- 
tions require  immediate  emergency  treatment  with  epine- 
phrine. Oxygen,  I.V.  steroids,  airway  management, 
including  intubation,  should  also  be  administered  as 
indicated. 


Precautions  Prolonged  use  of  antibiotics  may  promote  over- 
growth of  nonsusceptible  orgonisms.  If  superinfection  occurs, 
take  oppropnote  meosures. 

PREGNANCY:  Pregnoncy  Cotegory  B Reproduction  studies  per- 
formed in  mice  and  rots  ot  doses  up  to  10  times  the  human  dose 
reveoled  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin.  There  ore,  however,  no  adequate  and  well-con- 
trolled studies  in  pregnant  women.  Becouse  onimol  reproduction 
studies  are  not  always  predictive  of  human  response,  use  this 
drug  during  pregnoncy  only  if  clearly  needed. 

NURSING  MOTHERS:  It  is  not  known  whether  this  drug  is  ex- 
creted in  human  milk.  Because  mony  drugs  are,  exercise  caution 
when  cyclacillin  is  given  to  o nursing  woman. 

Adverse  Reactions  Oral  cyclacillin  is  generolly  well  tolerated. 
As  with  other  penicillins,  untoward  sensitivity  reactions  ore  likely, 
particulorly  in  those  who  previously  demonstroted  penicillin 
hypersensitivity  or  with  history  of  allergy,  asthma,  hay  fever,  or 
urticaria.  Adverse  reactions  reported  with  cyclacillin:  diorrheo  (in 
approximately  1 out  of  20  potients  treoted),  nausea  and  vomiting 
(in  opproximotely  1 in  50),  and  skin  rash  (in  opproximately  1 in 
60).  Isoloted  instances  of  heodoche,  dizziness,  obdominol  pain, 
voginitis,  and  urticaria  hove  been  reported.  (See  WARNINGS) 
Other  less  frequent  adverse  reoctions  which  moy  occur  ond  ore 
reported  with  other  penicillins  ore  anemio,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenio  ond  eosino- 
philio.  These  reoctions  ore  usuolly  reversible  on  discontinuation  of 
therapy. 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have 
been  reported. 

As  with  antibiotic  theropy  generally,  continue  treatment  ot  least 
48  to  72  hours  after  potient  becomes  osymptomatic  or  until  bac- 
terid eradication  is  evidenced.  In  Group  A beto-hemolytic 
streptococcal  infections,  at  least  10  days'  treatment  is  recom- 
mended to  guard  against  risk  of  rheumotic  fever  or  glomerulone- 
phritis. In  chronic  urinory  tract  infection,  frequent  bocteriologic 
and  clinical  approisal  is  necessary  during  therapy  ond  possibly 
for  severol  months  ofter.  Persistent  infection  moy  require  treat- 
ment for  severol  weeks. 

Cyclocillin  is  not  indicated  in  children  under  2 months  of  age. 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  odministered 
to  potients  with  reduced  renol  function.  Due  to  prolonged  serum 
holf-life,  patients  with  vorious  degrees  of  renal  impairment  may 
require  chonge  in  dosoge  level  (see  DOSAGE  AND  ADMINIS- 
TRATION in  pockage  insert). 

Dosage  (Give  in  equally  spaced  doses) 


INFECTION 

Respiratory 

Tract 

Tonsillitis  & 
Pharyngitis 


Bronchitis  and 

Pneumonio 

Mild  or 

Moderate 

Infections 

Chronic 

Infections 


ADULTS 
250  mg  q.  i d. 

250  mg  q i.d. 
500  mg  q.  i.d. 


CHILDREN* 


body  weight  < 20  kg 
(44  lbs)  1 25  mg  q.i.d. 
body  weight  > 20  kg 
(44  (bs)  250  mg  q.i.d. 


50  mg/kg/doy  q.i.d. 


100  mg/kg/doy  q.i.d. 


Otitis  Medio 

Skin  & Skin 
Structures 


250  mg  to  500  mg  50  to  1 00  mg/kg/doy ' 

q.i.d.  ' 

250  m^  to  500  mg  50  to  100  mg/kg/doy"^ 

q.i.d.- 


L/rmory  Troct  500  mg  q.i.d.  lOOmg/kg/day 

*Dosoge  should  not  result  in  a dose  higher  than  that  for  odults. 
^depending  on  severity 

How  Supplied  Tablets  250  mg  ond  500  mg  in  bottles  of  100. 
Oral  Suspension  125  mg  ond  250  mg  per  5 ml  in  bottles  to  moke 
100  ml  ond  200  ml  of  Suspension. 


Wyeth 

UJ 


Laboratories 

P^'iade'D'^'a  Pa  I9i0i 


Considering 
Data  Processing 
For  Your  Practice? 

CONSIDER  MID-AMERICA  COMPUTING 


EXPERIENCE  - We  have  clients  that  have  been  with 
us  for  23  years. 

STABILITY  - We  are  the  largest  supplier  of  medical  data 
processing  in  this  area.  We  are  presently  processing  for 
600  doctors.  We  employ  60  people  and  house  well  over 
1 % million  dollars  in  computer  equipment. 

FLEXIBILITY  - We  have  the  finest  system  available,  but 
if  you  want  something  additional,  we  employ  15  pro- 
grammers that  will  respond  to  your  needs. 

FEATURES  - From  a single  charge  ticket  we  auto- 
matically produce: 

1 . Statements  (stuffed  & mailed) 

2.  All  insurance  claims 

3.  Account  aging 

4.  Complete  patient  history 

5.  Patient  recall 

6.  Diagnostic  & procedure  recall 

7.  Production  Analysis 

FULL  SERVICE  COMPANY 
process. 

• Batch  processing 

• Data  entry  terminals 

• On-line  terminals 

• Turn-key  mini  computers 

PRICED  RIGHT  - We  have  designed  our  system  so  a 
practice  any  size  can  benefit,  from  a doctor  just  starting 
in  practice,  to  a large  multi-speciality  group. 


We  offer  several  ways  to 


□ Please  contact  me  for  a demonstration. 

□ Please  send  me  a brochure. 


Telephone 


City 


MID-AMERICA  COMPUTING,  INC. 

5001  E.  68th  Street  • Tulsa,  Oklahoma  741 36 

(918)  492-5977 
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Army  Medical  Department  Opportunities 


The  Army  Medical  Corps  offers  virtually  un- 
limited opportunities  to  learn,  teach,  investigate, 
practice  and  direct.  For  physicians  who  want 
more  in  their  health  care  career  than  a predicta- 
ble daily  routine,  the  Army  Medical  Corps  has  a 
lot  to  offer.  There  are  challenging  professional 
opportunities  in  patient  care,  preventive 
medicine,  research,  administration  and  educa- 
tion. A variety  of  excellent  educational  programs 
exist.  The  chance  to  travel  to  various  parts  of  the 
United  States,  including  Alaska  and  Hawaii,  or 


even  overseas,  in  Europe,  Panama,  Korea  or 
Japan  is  always  a possibility.  As  a member  of  the 
Army  Medical  Corps,  you  become  a part  of  one  of 
the  largest  comprehensive  systems  of  health  care 
in  the  United  States.  Numerous  medical  facilities 
exist  in  most  states,  ranging  from  clinics  and 
hospitals  to  world-renown  medical  centers.  For 
more  information  call: 

COT  Jim  Prentiss 
(214)  767-0818 

Army.  Be  All  You  Can  Be. 


NOW  AVAILABLE— 


TO  ALL  OSMA  MEMBERS 

A most  comprehensive  book  on  Oklahoma  laws  which 
specifically  affect  the  practice  of  medicine.  This  compen- 
dium includes  information  on  professional  corporations, 
child  abuse,  Anatomical  Gift  Act,  crimes,  school  children 
immunization,  mental  health.  Board  of  Medical  Examin- 
ers, HMO’s,  workers  compensation,  etc. 

WRITE  or  CALL 
FOR  YOUR  FREE  COPY 

Oklahoma  State  Medical  Association 
601  N.W.  Expressway,  Oklahoma  City,  OK  73118 
(405)  843-9571 


Selected 

Oklahoma  Medical  Statutes 

Publi4ird  by: 

Oklahoma  Stair  Mrdical  Association 


Amended  lhreufd>  La*'  of  the  1980 
Regular  and  £\lra«rdman  of  the  LrfttUature 


xl 


Oklahoma  State  Medical  Association 


ALLERGY 


NORTHWEST  ALLERGY  CLINIC 
Medical  Tower  Bulld'rc 

John  L.  Davit,  MO 
3141  N.W.  Expratsway 
Oklahoma  City,  Oklahoma  7311J 
405  I43-441V 


Suita  501 


OKLAHOMA  ALLERGY  CLINIC,  INC. 

Spaeialliina  In  the  Diagnosis  and  Traatment  of  Allarglc  Ditaasa 


George  S.  Bozalls,  MD{ 
Vernon  D.  Cushing,  MOf* 
George  L.  Winn,  MOt 
Robert  S.  Sills,  MDf* 
Lyle  W.  Burroughs,  MDf* 


Charles  D.  Haunschlld,  MDf* 
James  H.  Wells,  MDf* 

John  R.  Boialls,  MDf* 

James  D.  Lakin,  Ph.D.,  MDf* 
John  S.  Irons,  MDf" 


{ Consultant 

t Diplomats  American  Board  of  Allergy  and  Immunology 

• Diplomats  American  Board  of  Internal  Medicine 

* Diplomats  American  Board  of  Pediatrics 


Office  Address: 

750  Northeast  13th  Street 
Telephone  405  371-3333 


Mall  Address: 

Post  Office  Box  26S27 
Oklahoma  City,  OK  73134 


JAMES  A.  MURRAY,  MD,  INC. 

Diagnosis  end  Treatment  of  Allergic  Diseases 
Adults  and  Children 
JAMES  A.  MURRAY,  MD 
Psilow  American  Academy  of  Allergy 
Fellow  American  College  of  Allergists 
Diplomats  American  Board  of  Allergy  and  Immunology 
Suita  101  4445  South  Yale  Avenue 

Warren  Professional  Building  493-0484 

Tulsa,  Oklahoma  74177 


AEROSPACE  MEDICINE 


CLYDE  A.  LYNN,  BA,  MPH,  MD 
Board  Certified,  Aerospace  Medicine 
Fellow,  American  College  of  Preventive  Medicine 
Flight  Surgeon,  US  Army  and  Navy 
Commerical  Pilot  and  Flight  Instructor,  Instrument  and  Multi-engine 
Referals  for  Medical  Certification  of  Pilots  Accepted 
by  Appointment 

1317  Brookkaven  Blvd.  (405) 

Norman,  OK  73069  329-2425 

Senior  Aviation  Medical  Examiner 
FAA  NO.  07448-1 


CARDIOLOGY 


CARDIOVASCULAR  ASSOCIATES 
Adult  Cardiovascular  Diseases 
Cardiac  Catherization,  Aortography  and  Selective  Coronary 
Arteriography 

Telephone  Electrocardiography  (24  hr.  service).  Treadmill 
Effort  Tolerance,  Hypertensive  Evaluation 
•J.  J.  Donnell,  MD  947-2554  *J.  L.  Bressle,  MD  944-0548 

•G.  L.  Honick,  MD  943-8428  A.  F.  Elliott,  MD  943-8421 

A.  S.  Dahr,  MD  947-2321 

•Certified  by  the  American  Board  of  Cardiovascular  Disease 
Doctors  Medical  Building 

8th  Floor  5700  N.W.  Grand  Blvd.  Oklahoma  City,  Oklahoma  73112 

DERMATOLOGY 

HERVEY  A.  FOERSTER,  /\^ 

Practice  Limited  to  Diseases  of  the  Skin 
903  Medical  Tower 
3141  N.W.  Expressway 

Oklahoma  City,  Okla.  73112  Telephone  842-1733 

RONALD  W.  GILCHRIST,  JR.,  MD 
Diseases  and  Malignancies  of  the  Skin 
X-Ray  Therapy 

4200  South  Douglas  Avenue  432-5545 

South  Community  Medical  Center  Oklahoma  City,  Oklahoma 

ROBERT  L.  OLSON,  MD 
Diseases  of  the  Skin 
Skin  Cancers 

Suite  707  942-8825 

3400  N.W.  Expressway Oklahoma  City,  Oklahoma  73112 

SKIN  8.  SKIN  CANCER  CENTER,  INC. 


C.  Jack  Young,  MO 

Radium  Therapy  Hemangiomas 

CLINIC  BUILDING 
OKLAHOMA  CITY,  OKLAHOMA 


X-Ray  Therapy 
3434  N.W.  54th 
944-5478 


ENDOCRINOLOGY  - METABOLISM  • DIABETES 

JOHN  WHITFIELD  DRAKE,  MD 
DIplomate  American  Board  of  Internal  Medicine 
In  Endocrinology 

Baptist  Medical  Center  / 949-3284 

3300  N.W.  Expressway  Oklahoma  City,  Oklahoma  73112 

EYE,  EAR,  NOSE  AND  THROAT 

John  W.  Huneke,  MD,  FACS,  Inc. 

Diseases  and  Surgery  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
Phone  332-1880  1414  Arlington  Suite  2300 

Ada,  Oklahoma  74820 


JAMES  B MILLS,  MD 

Surgery  and  Diseases  of  the  Eye 


232-4222 


JAY  C.  JOHNSTON,  MD  232-5543 

Lacrimal  Surgery,  Dacryocystorhinostomy,  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 

425  NW  11th  Street  Oklahoma  City  73103 


STANLEY  R.  McCAMPBELL,  MD 


NEUROPSYCHIATRY 


Cardiology  and  Electrocardiography 


1311  North  Shartel 


234-1395 


OklahomB  City,  Oklahoma 


CARDIOVASCULAR 


HAROLD  G.  SLEEPER,  MD,  FAPA 

DIplomate  American  Board  of  Psychiatry 
and  Neurology  In  Psychiatry 

Practice  Limited  to 
Psychiatry  — Electroencephalography 

424-5293  2403  Spencer  Road  Res.  478-2589 

Spencer,  Oklahoma  73084 


CARDIOVASCULAR  CLINIC 

Wm.  Best  Thompson,  MD  Ronald  H.  White,  MD 

Galen  P.  Robbins,  MD  William  J.  Fors,  MD 

William  S.  Myers,  MD  W.  H.  Oehlert,  MD 

Lawrence  /W.  Higgs,  MD  Charles  F.  Bethea,  MD 

CARDIOVASCULAR  DISEASES 


Cardiac  catherterization,  aortography  and  coronary  arteriography 
Coronary  and  peripheral  angioplasty,  telephone  electrocardiography 
and  echocardiography 

Nuciear  cardiology  and  Treadmill  effort  tolerance 
CARDIOVASCULAR  BUILDING 

3300  Northwest  54th  Oklahoma  City,  Okla.  73112  Telephone  947-3341 


Midwest 


CARL  ROY  SMITH,  MD,  INC. 

DIplomate  of  American  Board  of  Psychiatry  and 
Neurology  In  Psychiatry 

2828  Parklawn  Drive,  Suite  3 

City,  Oklahoma  73110  Telephone  737-4865 
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OTOLARYNGOLOGY 
HEAD  AND  NECK  SURGERY 


Oklahoma  Otolaryngology  Associates 
RAYMOND  0.  SMITH,  JR.,  MD,  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
4200  West  .Memorial  Road,  Suite  606 
Oklahoma  City,  Oklahoma  73120 
Phone  405  7SS-1930 


ORTHOPEDICS 


DON  H.  O'DONOGHUE,  MD 
Consulting  & Diagnostic  Clinics  by  Appointment 

O'Donoghue  Rehabilitation  Institute 
nil  North  Lee  1122  N.E.  13th  Street 

Oklahoma  City,  OK  73103  Oklahoma  City,  OK  73126 

235-8385  271-3682 


ORTHOPEDIC  SURGERY  AFFILIATES,  INC. 

1044  S.W.  44th 

Oklahoma  City,  Oklahoma  73109 
405  631-7444 

Dale  R.  Butler,  MD,  FACS  G.  David  Casper,  MD 

J.  A.  Rosacker,  MD 

JOHN  RAYMOND  STACY,  MD,  FACS 
DIplomate  American  Board  of  Orthopedic  Surgery 
Orthopedic  and  Fracture  Surgeon 

415  N.W.  12th  St.  Z35-6315 

Oklahoma  City,  Oklahoma 

TERRENCE  H.  BORING,  MD 

Orthopedic  Surgeon 

Ilf  Patton  Drive  Ponca  City,  Oklahoma  74601 


RAYMOND  J.  DOUGHERTY,  MO 
DIplomate  American  Board  of  Pulmonary  DIseata 
Practice  Limited  to  Pulmonary  Disease 


204  Pasteur  Building  US-1701 

Oklahoma  City,  Oklahoma  73103 


NORMAN  K.  IMES,  MD 
JOHN  A.  JUERS,  MD 

Diplomates:  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 

3330  N.W.  56  Street  405  949.9400 

Oklahoma  City,  Oklahoma  73112 


RADIOLOGY 


RADIOLOGY  ASSOCIATES,  INC. 

JAMES  T.  BOGGS,  MD  LINDBERGH  J.  RAHHAL,  MD 

ROBERT  SUKMAN,  MD,  FACR  RALF  E.  TAUPMANN,  MD 

WILLIAM  R.  ALBRACHT,  MD  GARY  G.  ROBERTS,  MD 

ROGER  B.  COLLINS,  MD  JOHN  R.  OWEN,  MD 

GEORGE  BEN  CARTER,  MD  HAROLD  D.  DAVIDSON,  MD 

RICHARD  B.  PRICE,  MD,  FACR,  DABNM 

MICHAEL  A.  SARTIN,  MD  JAY  A.  HAROLDS,  MD,  DABNM 

Diplomates  American  Board  of  Radiology 
X-Ray  - Diagnosis  including  Ultra  Sonography,  Xeromammography, 
Radiation  Therapy  — Nuclear  Medicine 
204  Medical  Tower  Bldg. 

848-7741  Baptist  Medical  Center 


405  765-8240 


PEDIATRIC  SURGERY 


400  Physicians  Professional  Bldg. 
943-9646 

700  Doctors  Medical  Bldg. 
946-9923 


Bethany  General  Hospital 
Deaconess  General  Hospital 


E.  Ide  Smith,  MD*  Wm.  P.  Tunell,  MD*  James  A.  Carson,  MD* 
940  N.E.  13th  Street 

Oklahoma  City,  Oklahoma  73126  405  271-5922 

*American  Board  of  Surgery  — 

Special  Competence  in  Pediatric  Surgery 


PSYCHIATRY 


SURGERY 


ROBERT  B.  HOWARD,  MD,  FACS 
Certified  American  Board  of  Surgery 
Practice  Limited  to  General  Surgery  and 
Diseases  of  the  Thyroid  Gland 

544  Pasteur  Medical  Bldg.  Phone  235-2341  Oklahoma  City 


lARRY  prater,  MD 
Practice  Limited  to  Psychiatry 
Suite  704  Presbyterian  Professional  Building 
711  Stanton  L.  Young  Boulevard 

Oklahoma  City,  Oklahoma  73104  271-6677  or  528-5950 

PSYCHIATRY 

Charles  E.  Smith,  MD,  FAPA,  FACP 
Robert  J.  Outlaw,  MD,  FAPA 
R.  Murali  Krishna,  MD,  MAPA 
Diplomates  of  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 

Thurman  E.  Coburn,  PhD,  Licensed  Clinical  Psychologist 
David  Schwartz,  ACSW,  Clinical  Psychiatric  Social  Worker 
Suite  308  1211  North  Shartel  272-0734 

Physicians  & Surgeons  Building Oklahoma  City  73103 

PULMONARY  DISEASE 

STEPHEN  N.  ADLER.  MD 
Dipicmate 

Arr.oriccr.  Beard  of  Ir.terr.ai  -Viaaicine 
Arrcnccr  Board  of  infernoi  Medicine  - Pulmonary  Disease 
Fuimanary  Medicine 
Ficarapiic  Bronchoscopy 
Lung  Needle  Biopsy 

roiir.anar,  Function  ano  Metnachciine  Testing 
Critical  Care  Medicine 

Fuirnonary  Arter>  (Swan-Ganz)  Catneterization 
Mercy  Due  tors  Tower  4200  Memorial  Road 

Oklahoma  City,  OK  7312u  (405)  755-4290 


RECONSTRUCTIVE  AND  PLASTIC  SURGERY 


PARAMJIT  S.  BAJAJ,  MD,  FACS 
FRCS  (England),  FRCS  (Edinburgh) 

Certified  American  Board  of  Plastic  Surgery 
Plastic  and  Reconstructive  Surgery 
Maxillofacial  and  Cosmetic  Surgery 
Surgery  of  the  Hand 

1211  N.  Shartel 

Suite  600  235-6671  Oklahoma  City,  Okla.  73103 

LEONARD  H.  BROWN,  MD 
Diplomate  American  Board  of  Surgery 
DIplomate  American  Board  of  Plastic  Surgery 
Plastic  and  Reconstructive  Surgery 
Cosmetic  Surgery 

6913  S.  Centon  Tulsa,  Oklahoma  74136  492-3964 

WILLIAM  J.  FORREST,  MD 
Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3400  N.W.  Expressway  947-8760 

Oklahoma  City 
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JOSEPH  W.  HAYHURST,  MD 


Plastic  and  Cosmetic  Surgery 
Hand  and  Microsurgery 

Board  Certified  American  Board  of  Plastic  Surgery 

815  N.W.  12th  Street  Office  232-1144 

Oklahoma  City,  Oklahoma  73106  Home  424-1200 

HERBERT  M.  KRAVITZ,  MD,  FACS 

Diplomat*  American  Board  of  Plastic  Surgery 

Racooatructiva,  Cosmetic,  and  Hand  Surgery 

Office  f46-Mf4  2620  Northwest  Expressway 

Oklahoma  City,  Oklahoma 


FRED  R.  MARTIN,  MD 


JOHN  M.  CLARK,  MD 


601  St.  John'*  Doctors  Bldg. 
170S  East  19th  Street 
Tulsa,  Oklahoma  74104 
742-4IS1 


810  Warren  Professional  Bldg 
6465  South  Yale  Ave. 
Tulsa,  Oklahoma  74136 
492-6131 


Dlplomates  American  Board  of  Plastic  Surgery 


UROLOOY 


A.  de  QUEVEDO,  MD,  Inc. 

DIplomate  of  the  American  Board  of  Urology 
Suit*  606  232-1333  1211  N.  Shartal 

Oklahoma  City,  Oklahoma  73103 


BARNEY  J.  LIMES,  MD 
Practice  Limited  to  Urology 
Physicians  and  Surgeons,  Bldg. 
1211  N.  Shartel 
Oklahoma  City 
Phone  235-0315 


GENE  T.  BAUMGARNER,  MD,  FACS 
Diplomate  of  the  American  Board  of  Urology 
Mercy  Doctors  Tower 
4200  West  Memorial  Road 

Oklahoma  City,  Oklahoma  73120  405  755-3723 

Clark  Hyde,  MD,  FACS  James  R.  Wendelken,  MD,  FACS 

Robert  0,  Raulston,  MD,  FACS 
Diplomates  American  Board  of  Urology 

1211  North  Shartel  2801  Parklawn 

Suite  208  Suite  300 

Oklahoma  City,  OK  73103  Midwest  City,  OK  73110 

(405  ) 232-0273  ( 405  ) 737-6877 


CHARLES  L.  REYNOLDS,  JR.,  MD,  FACS,  FICS 
DIPLOMATE  of  the  AMERICAN  BOARD  of  UROLOGY 
DISEASES  Of  the  KIDNEY,  BLADDER,  and  PROSTATE 
GENITOURINARY  SURGERY 
FEMALE  URINARY  TRACT  DISEASE 
PEDIATRIC  UROLOGY 
MICROSURGERY  for  INFERTILITY 
PROSTHETIC  SURGERY  for  IMPOTENCY 
RENAL  PHYSIOLOGY  LABORATORY 
URODYNAMICS  LABORATORY 

31)3  Northwest  Expressway  Oklahoma  City,  Oklahoma  73112 

Toll  Free  (800  ) 522-8668 

OHice  (405  ) 843-5761  Residence  (405  ) 842-6420 

If  No  Answer  (405  ) 523-1999 


OKLAHOMA 


L CLINIC 


Oklahoma  Spine/Pain  Clinic 

Multi-cjisciplinary  approach 
to  evaluation  anij  treatment 
of  acute  or  chronic  musculoskeletal  pain. 


William  N.  Harsha,  MD 
Diplomate  American  Board  Orthopaedic  Surgery 


Doctors  Meidical  Building 
Oklahoma  City,  Oklahoma  73112 
5700  N.W.  Grand  Blvd. 

(405)  943-9561 


UROLOGICAL  and 
GENITOURINARY  SURGERY 

CHARLES  L.  REYNOLDS,  JR.,  MD,  FACS,  FICS 
DIPLOMATE  of  the  AMERICAN  BOARD 
of  UROLOGY 

DISEASES  of  the  KIDNEY, 

BLADDER  and  PROSTATE 

GENITOURINARY  SURGERY 
FEMALE  URINARY  TRACT  DISEASE 
PEDIATRIC  UROLOGY 
MICROSURGERY  for  INFERTILITY 
PROSTHETIC  SURGERY  for  IMPOTENCY 
RENAL  PHYSIOLOGY  LABORATORY 
URODYNAMICS  LABORATORY 

3113  NORTHWEST  EXPRESSWAY 
OKLAHOMA  CITY,  OKLAHOMA  73112 

TOLL  FREE  (800)  522-8668 

OFFICE  (405)  843-5761  RESIDENCE  (405)  842-6420 
IF  NO  ANSWER  (405)  523-1999 
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RP/MSS? 

All  of  these  letters  look  as  though  they  might 
belong  on  a license  plate.  What  do  they  stand 
for?  They  stand  for  the  future  of  auxiliary! 
RP/MSS  — Resident  Physician/Medical  Stu- 
dent Spouse  — they  are  the  latest  category  for 
membership  in  medical  auxiliary  but  they’ve 
been  around  for  a long  time. 

Most  medical  schools  have  active  Student 
Medical  Spouses’  groups  and  Interns  and  Resi- 
dents Spouses’  Associations,  but  it’s  just  been 
in  the  past  three  years  that  the  national  AMA 
has  organized  a program  geared  for  this  group 
— thus  RP/MSS.  The  importance  of  this  group 
of  spouses  to  the  AMA  Auxiliary  has  been  rec- 
ognized as  they  are  the  ones  who  are  the  future 
leaders  of  the  medical  auxiliaries  across  the 
nation.  The  AMA  Auxiliary  publishes  a news- 
letter especially  for  these  spouses.  It’s  called 
Horizons  and  contains  information  pertinent  to 
their  present  and  future  situations.  Some  5,000 
spouses  are  now  receiving  this  newsletter. 

Several  states  have  begun  programs  of  spon- 
soring spouses  of  medical  students  and  resi- 
dents; this  not  only  creates  an  impetus  for 
membership  but  provides  a sponsor  who 
realizes  their  value  and  who  cares  enough  to 
monetarily  support  the  resident  or  student 
spouse  for  membership  in  auxiliary.  It  is  the 


hope  that  by  so  doing,  the  gesture  will  be  re- 
turned when  that  resident  physician  spouse  is 
a regular  member  sponsoring  another  student 
spouse. 

In  Oklahoma  we  are  going  to  try  a similar- 
type  program  as  most  of  you  auxilians  have 
probably  heard.  It  isn’t  our  intent  to  take  away 
from  their  own  organized  groups  which  are  so 
important  to  them  in  this  phase  of  training  but 
to  add  to  by  providing  more  contact  with 
spouses  of  practicing  physicians.  The  success  of 
this  program  depends  on  you  so  if  you  haven’t 
already  answered  your  letter,  do  so  promptly 
with  a "yes,  I wish  to  sponsor  a spouse’’! 

February  has  been  declared  nationally  as 
RP/MSS  emphasis  month  and  Oklahoma  is 
using  February  1st  as  the  day  we’ve  designated 
for  our  official  "sponsor  a spouse”  day.  These 
spouses  will  be  invited  to  attend  the  state 
board  meeting  that  day  for  special  recognition. 
We  want  them  to  be  aware  of  their  importance 
to  the  present  and  future  of  medical  auxiliary. 
We  do  have  something  in  common! 

Join  with  me  and  lend  a helping  hand  to 
those  Resident  Physician/Medical  Student 
Spouses  interested  in  learning  more  about  and 
being  a part  of  Oklahoma  State  Medical  As- 
sociation Auxiliary  and  their  counties  from 
which  they  join  — let’s  all  "Sponsor  a Spouse  in 
Oklahoma.”  Sherry  S.  Strebel,  President 
OSMA  Auxiliary  □ 
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The  US  Department  of  Health  and  Human 
Services  has  established  a regional  technical 
assistance  program  to  assist  hospital  health 
care  and  social  service  providers  in  meeting 
civil  rights  requirements.  The  program  will  in- 
terpret executive  orders  related  to  Section  504, 
Title  VI,  and  sex  and  age  discrimination  sta- 
tutes. It  includes  videotapes,  films,  pamphlets 
and  other  printed  materials  to  help  health  care 
providers  understand  the  civil  rights  provi- 
sions. For  information  or  assistance,  contact 
Ralph  D.  Rouse,  Regional  Technical  Assistance 
Staff,  1200  Main  Tower  Building,  Room  1125, 
Dallas,  TX  75202,  telephone  (214)  767-4123  or 
(214)  767-8940. 

The  American  Society  of  Law  & Medicine 
invites  OSMA  members  to  attend  two  up- 
coming conferences.  On  March  11-13,  1982,  the 
society  and  the  Institute  for  the  Interprofes- 
sional Study  of  Health  Law  of  the  University  of 
Texas  will  present  a "Human  Life  Symposium” 
at  the  Shamrock  Hilton  Hotel  in  Houston, 
Texas.  This  conference  will  address  the  conflict 
and  debate  that  surrounds  the  issue  of  when 
human  life  begins.  On  March  31- April  2,  the 
society  will  sponsor  a conference  on  the  "Legal 
and  Ethical  Aspects  of  Health  Care  for  Chil- 
dren” at  the  Biltmore  Hotel  in  Los  Angeles. 
Registration  information  for  both  conferences 
may  be  obtained  from  the  American  Society  of 
Law  & Medicine,  765  Commonwealth  Ave, 
Boston,  MA  02215,  telephone  (617)  262-4990. 

The  Civilian  Health  and  Medical  Program 
of  the  Uniformed  Services  (CHAMPUS)  will 
share  the  cost  of  wigs  purchased  by  CHAMPUS 
users  between  December  1980  and  September 
1981  to  cover  baldness  resulting  from  cancer 
treatment.  The  benefit,  retroactive  to  De- 
cember 15,  1980,  is  limited  to  a single  wig  for 
the  patient’s  lifetime  and  does  not  include 
maintenance  costs.  CHAMPUS  users  must 
apply  for  the  cost  of  the  wig  under  the  normal 
CHAMPUS  claims  procedure. 

The  Annual  Spring  Symposia  in  Gynecol- 
ogy and  Obstetrics  is  set  for  May  13-14,  1982, 
at  the  Sheraton-Century  Center  Hotel  in 
Oklahoma  City.  Highlighting  the  program  will 
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be  an  exposition  of  new  and  exciting  develop- 
ments in  the  obstetrics-gynecology  field.  Spon- 
sors of  the  symposia  include  the  Department  of 
Gynecology  and  Obstetrics  in  conjunction  with 
the  Office  of  Continuing  Medical  Education, 
University  of  Oklahoma  College  of  Medicine, 
and  the  Oklahoma  State  Department  of 
Health. 

OSMA  member  Edward  R.  Munnell,  MD, 

past-president  of  the  American  Lung  Associa- 
tion of  Oklahoma,  has  been  named  to  the  Ex- 
ecutive Committee  of  the  American  Lung  As- 
sociation (ALA).  Dr  Munnell,  a member  of  the 
ALA  Board  of  Directors  since  1977,  is  a clinical 
professor  of  surgery  in  the  University  of  Okla- 
homa College  of  Medicine.  He  is  the  first  Okla- 
homan to  be  elected  to  the  ALA  Executive 
Committee. 

Dr  Peter  J.  Levin  of  Stanford  Medical 
Center  has  been  appointed  dean  of  the  College 
of  Public  Health,  University  of  Oklahoma 
Health  Sciences  Center.  Levin  assumed  the 
post  on  January  1.  Since  1977  he  had  served  as 
associate  vice-president  for  medical  affairs  at 
Stanford  University  Medical  Center  as  well  as 
executive  director  of  the  663-bed  Stanford 
University  Hospital.  Before  that,  he  held 
high-level  positions  with  several  public  health 
agencies,  including  the  New  York  City  Health 
Department,  New  Haven  Health  Care,  Inc., 
The  Bronx  Municipal  Center,  and  the  US  Pub- 
lic Health  Service. 

The  American  Medical  Association  is  de- 
veloping a Patient  Medication  Instructions 
program  (AMA-PMI)  through  which  written 
information  about  certain  drugs  will  be  made 
available  to  physicians  for  distribution  with 
prescriptions  to  their  patients.  The  AMA  ex- 
pects the  written  information  to  reinforce  the 
physician’s  oral  instructions  to  the  patient  and 
to  increase  consumers’  knowledge  about  the 
drugs  they  are  taking.  The  scientific  basis  for 
all  statements  made  in  AMA-PMIs  will  be 
drawn  from  the  AMA’s  authoritative  compen- 
dium AMA  Drug  Evaluations  as  well  as  from 
other  reliable  sources.  The  first  group  of 
AMA-PMIs  should  be  available  this  spring.  □ 
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Before  preecribing,  pleese  coneult  complete  product  Information,  a aummary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  Infections  due  to 
susceptible  strains  of  the  following  organisms:  Escherichia  coll,  Klebslella-Entero- 
bacter,  Proteus  mirabllls,  Proteus  vulgaris,  Proteus  morganll.  It  Is  recommended  that 
Initial  episodes  of  uncomplicated  urinary  tract  Infections  be  treated  with  a single 
effective  antibacterial  agent  rather  than  the  combination.  Note:  The  increasing 
frequency  of  resistant  organisms  limits  the  usefulness  of  all  antibacterials,  especially  in 
these  urinary  tract  infections. 

For  acuta  otitis  media  In  children  due  to  susceptible  strains  of  Haemophilus 
Influenzae  or  Streptococcus  pneumoniae  when  In  physician’s  judgment  It  offers  an 
advantage  over  other  antimicrobials.  Limited  clinical  Information  presently 
available  on  effectiveness  of  treatment  of  otitis  media  with  Bactrim  when  Infection 
Is  due  to  ampiclllln-resistant  Haemophilus  Influenzae.  To  date,  there  are  limited 
data  on  the  safety  of  repeated  use  of  Bactrim  In  children  under  two  years  of  age. 
Bactrim  Is  not  Indicated  for  prophylactic  or  prolonged  administration  in  otitis 
media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  In  adults  due  to  susceptible  strains 
of  Haemophilus  Influenzae  or  Streptococcus  pneumoniae  when  In  physician's 
judgment  it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexnerl  and  Shigella  sonnel 
when  antibacterial  therapy  Is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinll  pneumonitis.  To  date, 
this  drug  has  been  tested  only  in  patients  9 months  to  16  years  of  age  who  were 
immunosuppressed  by  cancer  therapy. 

Contraindications:  Hypersensdivity  to  trimethoprim  or  sulfonamides:  patients  with 
documented  megaloblastic  anemia  due  to  folate  deficiency:  pregnancy  at  term: 
nursing  mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause 
kernicterus:  infants  less  than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A ^-hemolytic 
streptococcal  tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when 
treated  with  Bactrim  than  do  those  treated  with  penicillin.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides  Experience  with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been  reported  as  well  as  an  increased 
incidence  of  thrombopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC's  are  recommended:  therapy  should  be 
discontinued  if  a significantly  reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  General:  Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  possible  folate 
deficiency,  severe  allergy  or  bronchial  asthma.  In 
patients  with  glucose-6-phosphate  dehydrogenase 
deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and 
perform  frequent  urinalyses,  with  careful  microscopic 
examination,  and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function,  Bactrim  may  prolong 
prothrombin  time  in  those  receiving  warfarin:  reassess 
coagulation  time  when  administering  Bactrim  to  these 
patients. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  C. 
Because  trimethoprim  and  sulfamethoxazole  may  inter- 
fere with  folic  acid  metabolism,  use  during  pregnancy 
only  if  potential  benefits  justify  the  potential  risk  to  the 
fetus 

Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim.  Blood  dyscrasias-  Agranulocytosis,  aplastic 
anemia,  megaloblastic  anemia,  thrombopenia.  leuko- 
penia, hemolytic  anemia,  purpura,  hypoprothrombinemia 
and  methemoglobinemia  Allergic  reactions.  Erythema 
multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  conjunctival  and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  stomatitis, 
nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions: 
Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness. 
Miscellaneous  reactions:  Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nooosa  and  L E.  phenomenon  Due  to  certain  chemical  similarities  to  some 
goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter  production,  diuresis  and 
hypoglycemia  in  patients:  cross-sensitivity  with  these  agents  may  exist.  In  rats,  long- 
term therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN,  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN: 

Adults:  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b.i.d.  for  10-14  days.  Use  identical  daily 
dosage  for  5 days  for  shigellosis. 

Children:  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min.  If  creatinine  clearance  is  between  15  and  30  ml/min, 
use  one-half  the  usual  regimen.  Bactrim  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/min. 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage:  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp  (20  ml)  b i d.  for  14  days. 

PNEUMOCYSTIS  CARINtI  PNEUMONITIS: 

Recommended  dosage:  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information 
for  suggested  children  s dosage  table. 

Supplied;  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800 
mg  sulfamethoxazole,  bottles  of  100:  Tel-E-Dose*  packages  of  100:  Prescription  Paks 
of  20  and  28.  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfamethox- 
azole— bottles  of  100  and  500:  Tel-E-Dose®  packages  of  1 00:  Prescription  Paks  of  40. 
Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole 
per  teaspoonful  (5  ml):  cherry-flavored — bottles  of  100  ml  and  16  oz  (1  pint). 

Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml);  fruit-licorice  flavored — bottles  of  16  oz  (1  pint). 
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ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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from  site  to  source 

Bactrim  continues  to  demonstrate  high  clinical  effec- 
tiveness in  recurrent  urinary  tract  infections.  Bactrim 
reaches  effective  levels  in  urine,  serum,  and  renal 
tissue^ . . .the  trimethoprim  oomponent  diffuses  into 
vaginal  secretions  in  baoterioidal  concentrations'... 
and  in  the  feoal  flora,  Bactrim  effectively  suppresses 
Enterobacteriaceae'  ^ with  little  resulting  emergence 
of  resistant  organisms. 

1.  Rubin  RH,  Swartz  MN:  N EnglJ  Med  303  426-432,  Aug  21.  1980  2.  Data  on  file. 
Medical  Department.  Hoffmann-La  Roche  Inc. 


Bactrim  DS 

160  mg  trimethoprim  and  800  mg  sulfamethoxazole 

DOUBLE  STRENGTH  TABLETS 


feb 


Z3 


maximizes  results  with  B.I.D.  convenience 


' ROCHE 


due  to  susceptible  strains  of  indicated  organisms 


Please  see  previous  page  for  summary  of  product  information. 
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Ifpresenting  symptoms;  palpitations,  chest  pain, 
l&hronic  exhaustion  and  occasional  difficulties  in  breathing, 
{[pood  reason  for  concern.  A complete  workup  uncovers  no 
iprganic  dysfunction,  but  it  does  reveal  excessively  high 
jnevels  of  anxiety  and  apprehension. 

I-  Fbr  rapid  relief  you  prescribe 
Vallurr*  (dIazepam/Roche) 

At  times  like  this.  Valium  (diazepam/Roche)  can  be  a 
potent  therapeutic  ally.  It  works  promptly.  Within  just  a few 
hours,  the  patient  begins  to  feel  calmer.  And  in  a few ’days, 
anxiety  relief  not  only  becomes  more  pronounced  but  a 
noticeable  reduction  in  anxiety-generated  somatic  symp- 
toms also  occurs. 

Equally  important,  Valium  is  generally  well  tolerated. 
Side  reactions  more  serious  than  drowsiness,  ataxia  and 
fatigue  are  rare.  Patients  should,  of  course,  be  cautioned 
against  driving  or  drinking  alcohol  while  on  Valium  therapy. 
Periodic  reassessment  of  the  need  for  antianxiety  medica- 
tion should  also  be  performed. 

\AUUM€ 

dIazepanyRoche 

2-mg,  5-mg,  10-mg  scored  tablets 

BECAUSE  YOU’RE  CONVINCED 
THE  fATlENT  NEEDS  IT 


BOCHE^ 

Please  see  summary  of  product  information  on  the  following  page 


VALlUM'(diazepaTn/Roche) 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal:  ad- 
junctively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders:  athetosis,  stiff-man  syndrome:  con- 
vulsive disorders  (not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use,  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies.  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma,  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication:  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures.  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants. Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  disconjinuation.  usually  limited  to  extended  use 
and  excessive  doses.  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  dis- 
continuation of  benzodiazepines  after  continuous 
use.  generally  at  higher  therapeutic  levels,  lor  at  least 
several  months  After  extended  therapy,  gradually  taper 
dosage  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed:  drugs  such  as  phenothiazines.  nar- 
cotics, barbiturates.  MAO  inhibitors  and  other  antide- 
pressants may  potentiate  its  action  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation. 

The  clearance  of  Valium  and  certain  other  benzodiaz- 
epines can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration.  The  clinical  significance 
of  this  is  unclear 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion. changes  in  libido,  nausea  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity. insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported,  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice,  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Anxiety  disorders,  symptoms  of  anxiety.  2 to  10 
mg  b i d to  q i d : alcoholism.  10  mg  t i d.  or  q i d.  in 
first  24  hours,  then  5 mg  t i d or  q i d as  needed, 
adjunctively  in  skeletal  muscle  spasm.  2 to  10  mg  t i d. 
or  q i d : adjunctively  in  convulsive  disorders,  2 to  10  mg 
b i d.  to  q i d Geriatric  or  debilitated  patients  2 to  2'/z 
mg,  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated  (See  Precautions.)  Children  1 to  2’/f?  mg  t.i  d. 
or  q i d.  initially,  increasing  as  needed  and  tolerated  (not 
for  use  under  6 months) 

How  Supplied:  For  oral  administration.  Valium  scored 
tablets — 2 mg.  white.  5 mg.  yellow:  10  mg.  blue — 
bottles  of  100*  and  500.*  Prescription  Paks  of  50. 
available  in  trays  of  10  • Tel-E-Dose*  packages  of  100. 
available  in  trays  of  4 reverse-numbered  boxes  of  25,t 
and  in  boxes  containing  10  strips  of  lO.t 

*Supplied  by  Roche  Products  Inc.,  Manati,  Puerto 
Rico  00701 

^Supplied  by  Roche  Laboratories,  Division  of 
Hoffmann-La  Roche  Inc..  Nutley.  New  Jersey  07110 


Considering 
Data  Processing 
For  Your  Practice? 

CONSIDER  MID-AMERICA  COMPUTING 


EXPERIENCE  - We  have  clients  that  have  been  with 
us  for  23  years. 

STABILITY  - We  are  the  largest  supplier  of  medical  data 
processing  in  this  area.  We  are  presently  processing  for 
600  doctors.  We  employ  60  people  and  house  well  over 
1 Vi  million  dollars  in  computer  equipment. 

FLEXIBILITY  - We  have  the  finest  system  available,  but 
if  you  want  something  additional,  we  employ  15  pro- 
grammers that  will  respond  to  your  needs. 

FEATURES  - From  a single  charge  ticket  we  auto- 
matically produce: 

1 . Statements  (stuffed  & mailed) 

2.  All  insurance  claims 

3.  Account  aging 

4.  Complete  patient  history 

5.  Patient  recall 

6.  Diagnostic  & procedure  recall 

7.  Production  Analysis 

FULL  SERVICE  COMPANY  - We  offer  several  ways  to 
process. 

• Batch  processing 

• Data  entry  terminals 

• On-line  terminals 

• Turn-key  mini  computers 

PRICED  RIGHT  - We  have  designed  our  system  so  a 
practice  any  size  can  benefit,  from  a doctor  just  starting 
in  practice,  to  a large  multi-speciality  group. 


□ Please  contact  me  for  a demonstration. 

□ Please  send  me  a brochure. 

Name 

Title 

Telephone 

Address 

City  State  ZIP 


MID-AMERICA  COMPUTING,  INC. 

5001  E.  68th  Street  ♦ Tulsa,  Oklahoma  741  36 

(918)  492-5977 


ROCHE  PRODUCTS  INC. 
Manati.  Puerto  Rico  00701 
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LCrSTALK  DUSIN€SS 


A continuing  series  on  business  communication  issues. 


Managing  Infarmotion  Casts  in  the  60's 


Spectacular  advances  in 
technology  are  here  today, 
adding  new  tools  to  the 
manager’s  arsenal  at  an 
incredible  rate.  Especially  in 
the  telecommunications  area. 

Tb  be  an  effective  manager, 
it’s  vital  that  you  stay  informed 
about  these  sophisticated  new 
tools,  and  how  they  can  help 
increase  your  company’s 
productivity  by  controlling 
communication  costs. 

Let’s  examine  some  of  them, 
and  how  they  might  affect 
your  business. 

Do  it  yourself  communications. 

There  was  a time  when 
business  growth  and  change 
equalled  communication 
expense  and  confusion.  Thdays 
flexible  communication 
^sterns  allow  you  to  change 
-station  numbers  and  features 
to  match  changing  personnel 
and  business  conditions.  You 
have  the  option  to  do  it 
yourself,  when  you  need  to, 
and  as  often  as  you  need  to, 
without  the  expense  of  a 
service  call. 

The  advantage  of  reduced 
installation  charges  through 
internal  programming  can  be 
tremendous. 

System  Control. 

As  managers’  dependence 
on  long  distance  to  effectively 
run  their  businesses  increases 
in  the  80’s,  new  systems 
to  control  those  costs 
make  dollars  and  sense. 

For  instance,  there’s 
more  than  one  way  to  route 
a long  distance  call.  One  < 

^stem  can  automatically 
search  out  the  least  « ‘ 

expensive  route,  and  lower 
overall  long  distance  charges^'^VA 
in  the  process.  , -^4 

Control  of  long  distance  _ 

calling  is  also  important.  - —f 


You  may  want  to  limit  certain 
stations  to  local  calls  only, 
while  others  have  access  to 
toU  lines.  Some  systems  can 
even  limit  calls  only  to  the 
area  codes  you  select. 

Even  more  sophisticated 
cost  management  systems 
can  track  telephone  expenses 
ty  department,  project  and 
client,  providing  invaluable 
information  to  the  manager 
interested  in  keeping  a handle 
on  communication  costs. 

Data  Transmission— 
getting  there  is  half  the  bottle. 

More  efficient  ways  of 
moving  data  over  the  long 
distance  network  are 
constantly  being  offered. 

For  example,  one  system 
has  the  capability  of  accumu- 
lating data  by  day  for  batch 
transmission  at  night,  when 
rates  are  lower.  The  payoff  in 
costrreduction  can  be 
substantial. 

Advanced  capabihties  such 
as  this  are  already  helping 
businesses  to  more  cost- 


effectively  manage  their 
communication  systems. 

Telecommunications 
to  control  energy  costs? 

Absolutely. 

One  system  can  enable 
medium  and  large  businesses 
to  save  up  to  20%  on  their 
total  energy  bills,  using 
existing  telephone  lines  to 
control  lighting,  heating 
and  cooling. 

Communication  systems 
that  aid  managers  in  control- 
ling costs  are  only  the 
beginning.  But  the  direction 
for  the  future  is  clear. 

More  sophistication.  Better 
management.  Higher 
productivity. 

With  telecommunications 
leading  the  way. 

Sray  Informed. 

You’ll  have  questions  from 
time  to  time  regarding  how  to 
better  manage  your  planned 
and  existing  communication 
^sterns.  Obviously  the  entire 
subject  could  not  be  covered 
here. 

So  here’s  a suggestion: 

Call  your  Southwestern  BeU 
Account  Executive  (or  one  of 
the  toU-free  numbers  below) 
for  more  in-depth  information. 

You  might  even  be  able 
to  -use  an  accurate  evaluation 
of  your  companys  present 
and  future  communication 
needs  - at  no  cost  to  you. 

The  way  things  are 
changing,  it’s  worth  the  call. 


Kenneth  W Fhncher 

. Vice  President.  Business  Sales 

/ Call  toU  free  :1 800  643^353. 
/ (In  Arkansas:  1800  482-1223.) 


Southwestern  Bell 
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Clinically  proven  actions 

• Antihistominic 

• Cerebral  stimulant 

• Vasodilator 

Few  side  effects 

• Vasodilation  oooasionally  causes 
facial  flushing  which  can  be  mini- 
mized by  recommending  that 
Ru-Vert®  be  taken  following  meals  or 
with  food. 


Dosage 


• One  or  two  tablets  three  times  a day 

Please  see  next  page  for  a surrimary  of  prescribing  information 
MANUFACTURED  & DISTRIBUTED  BY 


BOOTS  PHARMACEUTICALS,  INC. 

Shreveport.  Louisiana  71106 

Pioneers  in  medicine  for  the  family 


In  Vertigo 


On  Balance... 


RU-VERT 


Eoch  oplef  Contains 
Pentylenetetrazol 
'^neniromine  ""o  eate 
Nicotinic  ac  a 


25  Q mg 
1 2 5 mg 
50.C  mg 


On  Balance 


WANTED: 


Physicians 

who  prefer  to 
practice  medicine 

in  the  West 


RU-VERT 

See  following  prescribing  information. 

DESCRIPTION:  Each  tablet  contains  the  following  active  Ingredients: 


Pentylenetetrazol 25.0  mg 

Pheniramine  maleate .■ 12.5  mg 

Nicotinic  acid 50.0  mg 


INDICATIONS:  Ru-Vert  is  indicated  as  an  adjunct  therapy  in  the  symptomatic  treat- 
ment of  acute  or  chronic  vertigo 

CONTRAINDICATIONS:  Convulsive  disorders  or  known  history  of  sensitivity  to  any 
of  the  listed  active  ingredients.  Because  of  the  vasodilating  action  of  nicotinic  acid. 
Ru-Vert  should  not  be  used  in  patients  with  hypotension. 

WARNINGS:  The  safety  of  this  preparation  during  pregnancy  and  lactation  has  not 
been  established.  Use  of  this  drug  requires  that  the  physician  evaluate  the  potential 
benefits  of  the  drug  against  any  possible  hazard  to  the  mother  and  child. 
PRECAUTIONS:  Although  there  are  no  absolute  contraindications  to  pentylene- 
tetrazol. it  should  be  used  with  caution  in  epileptic  patients  or  those  known  to  have  a 
low  convulsive  threshold  or  a focal  brain  lesion.  Caution  should  be  exercised  when 
treating  patients  with  high  doses  of  Ru-Vert  who  have  heart  disease.  While  pentylene- 
tetrazol does  not  act  directly  on  the  myocardium,  the  results  from  central  vagal 
stimulation  could  cause  bradycardia. 

Pheniramine  maleate.  like  other  antihistamines,  may  produce  sedative  side  effects 
in  certain  patients. 

Transient  vasodilatation  due  to  rapid  absorption  of  nicotinic  acid  may  produce 
facial  flushing  and  a sensation  of  warmth.  These  effects  may  be  ameliorated  by 
recommending  that  Ru-Vert  be  taken  following'meals  or  with  food. 

ADVERSE  REACTIONS:  Pentylenetetrazol  in  high  doses  may  produce  toxic  symptoms 
typical  of  central  nervous  system  stimulants,  which  act  on  the  higher  motor  centers 
and  the  spinal  cord.  Convulsions  resulting  from  this  dmg  are  spontaneous  and  are 
not  induced  by  external  stimuli.  They  usually  last  for  several  minutes  and  ate  followed 
by  profound  depression  and  respiratory  paralysis.  Death  has  been  reported  from  the 
ingestion  of  10  grams  of  pentylenetetrazol. 

DRUG  ABUSE:  Drug  dependence  has  not  been  reported  with  Ru-Vert. 

OVEROOSAGE:  Signs  and  symptoms  of  acute  overdose  may  be  due  primarily  from 
overstimulation  of  the  central  nervous  system  and  from  excessive  vasodilatation 
with  resulting  autonomic  nenrous  system  imbalance.  The  symptoms  may  include  the 
following:  vomiting,  agitation,  tremors,  hyperrefiexfa.  sweating,  confusion,  hallucina- 
tions. headache,  hyperpyrexia,  tachycardia.  Treatment  consists  of  appropriate  sup- 
portive measures.  If  signs  and  symptoms  are  not  too  severe  and  the  patient  is 
conscious,  gastric  evacuation  may  be  accomplished  by  induction  of  emesis  or 
gastric  lavage. 

Intensive  care  must  be  provided  to  maintain  adequate  circulation  and  respiratory 
exchange 

DOSAGE  AND  ADMINISTRATION:  The  recommended  dosage  of  Ru-Vert  for  vertigo 
or  motion  sickness  is  1 or  2 tablets  three  times  a day  with  meals  or  light  snacks. 

This  drug  is  not  for  use  in  children  under  12  years  of  age. 

HOW  SUPPLIED: 

Bonies  of  100  tablets  N DC  0524-0060-01 

Bottles  of  300  tablets  N DC  0524-0060-03 

Federal  law  prohibits  dispensing  without  prescription. 


The  Army  Medical  Department  has 
openings  in  medical  and  surgical 
specialties  at  community  hospitals 
located  in  California,  Colorado, 
Arizona,  Texas  and  Oklahoma.  We 
can  offer  pin-point  assignment 
guarantees,  stabilized  tours  of 
duty,  30  days  annual  paid  vacation, 
a remarkable  retirement  plan,  and, 
best  of  all,  the  freedom  to  practice 
without  endless  insurance  forms, 
malpractice  premiums,  and  cash 
flow  worries. 

Recent  Congressional  legislation 
has  substantially  increased  mili- 
tary pfiysician  income  . . . you  will 
be  surprised  at  how  competitive 
our  salaries  now  are.  Call  for 
details. 

ARMY  MEDICINE 

The  Practice  That’s 
Practically  All  Medicine 


MANUFACTURED  & DISTRIBUTED  BY 


BOOTS  PHARMACEUTICALS,  INC. 

Shreveport.  Louisiana  71 106 

Pioneers  in  medicine  for  the  family 


Phone:  (214)  767-0818 
Capt.  Jim  Prentiss 
Army.  Be  all  you  Can  Be. 
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HEALTH 


SAVING  PREMIUM  DOLLARS 
IS  A NUMBERS  GAME 

A superior  insurance  program  is  one  that  is  sponsored  by  a 
strong,  united  association  — and  which  fulfills  quality-of- 
coverage  and  cost  goals  that  could  not  be  otherwise  attained. 

PLICO  HEALTH  meets  these  criteria  and  more.  In  fact,  it  is 
the  essence  of  what  an  association  is  all  about;  To  find  a col- 
lective answer  to  a common  problem  which  its  members  can- 
not solve  as  individuals. 

The  problem  was  the  limited  availability  and  soaring  costs  of 
essential  health  insurance  coverage  for  you  and  your 
employees.  The  solution  is  the  health  insurance  coverage  af- 
forded by  PLICO  HEALTH,  a division  of  the  OSMA-owned 
Physicians  Liability  Insurance  Company. 

While  PLICO  HEALTH  is  already  superior  to  the  competi- 
tion in  any  cost-to-quality  measurement,  its  potential  for 
premium  savings  will  not  be  fully  realized  until  its  market  share 
reaches  the  same  level  of  participation  achieved  by  PLICO  in 
the  professional  liability  field. 

So,  it’s  a numbers  game.  The  ultimate  value  of  PLICO 
HEALTH  will  rise  to  its  zenith  when  we  pool  all  of  our  health 
insurance  dollars  into  a common  reservoir  of  funds. 

It’s  not  numbers  alone,  of  course.  Very  importantly, 
PLICO  has  a personality  — the  friendly  and  trustworthy  one 
you  would  expect  from  a Board  of  Directors  comprised  of  14 
distinguished  physicians  and  your  association’s  Executive 
Director. 

Please  contact  us  for  further  information,  or  to  schedule  a 
visit  from  a courteous  company  representative  who  will  be 
both  knowledgeable  of  your  needs  and  respectful  of  your 
time. 


PLICO  HEALTH  IS  A DIVISION  OF 
THE  PHYSICIANS  LIABILITY  INSURANCE  COMPANY 

P O.  Box  18171.  Oklahoma  City.  OK  73154.  405/843-0215 
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$300,000  of  Protection 


Includes: 

1.  Life  Insurance 

2.  Accidental  Death 

3.  Accidental  Death  by  Common  Carrier 

4.  Coverage  for  loss  of  a limb 

5.  Waiver  of  premium  included 

6.  Economical  rate;  varies  by  age 

Specially  designed  for  OSMA  Members! 

Call  today  about  a plan  for  you! 


Where:  405  236-4681 
Who:  Thomas  A.  Hamilton 

Administrator 

J.  Hawley  Wilson,  Jr. 


OSMA  Group  Life  Insurance  Trust 
500  City  Center  Building 
Oklahoma  City,  Oklahoma  73102 


The  Wilson  Agency 

500  City  Center 
Oklahoma  City,  Oklahoma 

Massachusetts  Mutual  Life  insurance  Co. 

Springfield,  Massachusetts 
Organized  1851 
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editorial 


Right  Weapon  — Wrong  Target 

I haven’t  read  it  yet,  but  the  Surgeon 
General’s  recent  report  on  the  effects  of 
cigarette-smoking  must  — judging  from  the 
media  advances  — be  a real  earth  shaker.  I join 
millions  of  other  citizens  and  thousands  of  my 
colleagues  in  applauding  the  collective  efforts 
represented  in  the  report.  It  appears  that  some 
headway  is  being  made  in  the  struggle  to  cur- 
tail cigarette-smoking  in  this  country.  There 
can  be  no  question  that  the  habit  of  using  to- 
bacco in  any  form  is  dirty,  expensive,  offensive 
and  unhealthy.  So  be  it. 

I must  admit,  however,  that  I am  shocked 
hearing  the  Surgeon  General  himself  say  that 
cigarette-smoking  is  the  leading  preventable 
cause  of  death  in  this  country.  How  any  physi- 
cian who  has  practiced  medicine  or  worked  in 
hospitals  or  been  involved  in  public  health  af- 
fairs can  make  or  believe  such  a statement  is 
totally  beyond  my  comprehension  — unless,  of 
course,  he  believes  that  the  abuse  and  exces- 
sive use  of  alcohol  is  not  preventable.  Such  a 
view  would  be  inconsistent  with  an  under- 
standing of  the  chronic  smoker’s  problem. 
Perhaps  he  believes  that  cigarette-smoking  is 
the  major  cause  of  all  forms  of  cancer,  lung 
disease  and  heart  disease.  Such  a view  is 
hardly  justified  or  supported  by  the  available 
body  of  evidence. 

Surely  the  Surgeon  General  is  borrowing 
opinion  when  he  states  (cigarette-smoking)  is 
".  . . the  leading  . . . cause  of  death  ...”  I 
have  never  seen  "cigarette-smoking”  listed  as 
a cause  of  death  and  I would  be  surprised  if  any 
of  my  colleagues  has.  I have,  however,  seen 
"chronic  and/or  acute  alcoholism”  frequently 
cited  as  a cause  of  death;  correctly,  literally, 
directly,  unquestionably  and  irrefutably. 


Even  if  the  well-intentioned  and  honorable 
Surgeon  General  meant  to  imply  that 
cigarette-smoking  was  — in  all  probability  — 
the  underlying  cause  of  a host  of  incurable  dis- 
eases, such  a conviction  is,  in  my  opinion,  un- 
realistic at  best.  It  ignores  the  devastating  and 
steadily  rising  toll  — in  dollars  and  in  lives  — 
of  alcoholism,  which  long  ago  reached  epidemic 
proportions  in  this  and  many  other  nations 
throughout  the  world. 

Compare  cigarette-smoking  with  alcohol- 
abuse  as  the  underlying  cause  of  street,  high- 
way and  occupational  accidents  that  lead  to 
paralysis,  maiming  and  death;  the  cause  of 
chronic  liver  disease,  gastrointestinal  disease, 
kidney  disease,  afflictions  of  the  central  nerv- 
ous system,  dementia,  malnutrition  and  the 
deaths  relating  directly  to  one  or  any  combina- 
tion of  these  disorders;  the  cause  of  criminal 
behaviour,  murder,  manslaughter,  fatal  bat- 
tery, suicide,  and  the  accidental  deaths  which 
result  from  the  lethal  combination  of  street 
drugs  and  alcohol.  It  is  easy  to  see  that  — as  a 
cause  of  death — the  habit  of  smoking  cigar- 
ettes is  hardly  in  the  race  with  the  habit  of 
drinking  alcohol.  Furthermore,  I strongly  sus- 
pect that  the  use  of  illicit  drugs  and  even  the 
willfull  violation  of  vehicular  traffic  laws 
would  be  found  several  laps  ahead  of  the  smok- 
ing habit  as  a "leading  preventable  cause  of 
death  in  this  country.” 

As  was  noted  in  these  pages  many  years  ago, 
we  seem  to  be  firing  cannons  at  gnats  and  pea- 
shooters at  tigers.  I do  not  fault  our  Surgeon 
General  for  his  laudable  efforts  or  even  his  per- 
sonal bias,  but  I do  wish  he  would  switch 
weapons  or  change  targets.  With  the  multitude 
of  ills  in  our  society,  deception  is  contraindi- 
cated. 

It  is  even  dangerous  to  our  health.  MRJ 
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The  newest  benefit  of 
OSMA  membership  is 
being  offered  to  state  doc- 
tors now.  PLICO  Health, 
a comprehensive  medical 
and  hospital  insurance 
plan,  is  available  for 
OSMA  members,  their 
families,  their  employees 
and  the  families  of  em- 
ployees. If  you  have  not  enrolled,  please  review 
the  brochure  carefully.  With  PLICO  Health, 
you  are  assured  not  only  of  competitive  rates 
and  broad  coverage  but  also  of  management  by 
physicians. 

This  is  a great  opportunity  for  us  to  destroy  a 
long-standing  myth  and  to  prove  a contention 
we  have  espoused  for  the  past  decade. 

The  Myth  — That  doctors,  their  families  and 
employees  abuse  the  medical  care  system  by 
the  overconsumption  of  medical  and  hospital 
services.  For  years  insurers  have  used  that  ar- 
gument to  justify  the  high  premiums  we  have 
paid. 

The  Contention  — That  people  who  are  edu- 
cated about  the  importance  of  good  health  and 
understand  the  medical  delivery  system  will  be 
prudent  purchasers  of  health  services.  This 


may  be  the  first  time  that  a sizable,  homogen- 
ous health-related  group  has  been  insured  by  a 
single  carrier. 

Participation,  as  usual,  will  determine  the 
degree  of  our  success.  If  the  initial  response  is 
indicative  of  members’  interest,  then  enroll- 
ment will  be  extremely  high.  (At  the  time  of 
this  writing,  27  working  days  into  the  enroll- 
ment period,  more  than  3,000  insureds  have 
been  covered.)  Remember,  this  is  a true  group 
plan  and  numbers  are  critical.  A large  group 
can  absorb  the  expected  losses,  while  a small 
group  will  have  difficulty. 

The  key  features  you  should  keep  in  mind 
when  making  your  decisions  are; 

• comprehensive  coverage  designed  by 
physicians 

• competitive  rates  established  by  physi- 
cians 

• quality  management  guided  by  a physician 
Board  of  Directors. 

Now  is  the  time  to  take  advantage  of  the 
benefits  offered  through  PLICO  Health.  Here’s 
hoping  you  sign  up  today! 
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Psychosocial  & Neural  Mechanisms 
in  Health  & Disease 
Historical  Perspectives 


STEWART  G.  WOLF,  MD 

The  balance  of  neural  regulatory 
mechanisms,  subject  to  many  influences 
including  social  forces,  is  emerging  as  a 
crucial  determinant  of  health  or  disease. 

Ten  years  ago  at  this  meeting  I reviewed  the 
historical  development  of  the  concept  of 
psychosomatic  medicine  and  pointed  out  that 
Cicero,  one  of  the  early  thinkers  in  the  field, 
had  the  temerity  to  challenge  the  views  of 
Hippocrates.^  Hippocrates  believed  that 
psychological  manifestations  were  reflections 
of  bodily  processes  and  that  emotions  were  the 
result  of  the  different  biles  and  other  humors. 
Cicero  challenged  that  view,  maintaining  that 
the  emotions  precede  bodily  changes.  Perhaps 
both  were  correct  since  we  now  know  on  the 
one  hand  that  an  injection  of  epinephrine  can 
produce  anxiety,  and  on  the  other  we  know 
that  spontaneous  anxiety  is  accompanied  by  an 
increase  in  circulating  catecholamines.  That  is 

Annual  History  of  Medicine  Lecture,  delivered  on  March  20,  1981  at  the 
University  of  Oklahoma  Medical  Center. 


not  too  surprising,  since  every  change  must 
have  an  underlying  mechanism.  Nevertheless, 
the  mind-body  dilemma  has  been  a source  of 
concern  and  confusion  for  a long  time.  It  has 
fascinated  medical  scientists  for  centuries  but 
it  has  really  never  been  thoroughly,  comforta- 
bly resolved.  When  for  example,  Aristotle  out- 
lined his  five  senses  he  did  not  include  pain 
because  pain  to  him  was  a passion  of  the  soul 
— an  emotion  — therefore  it  had  to  be  consi- 
dered as  separate  from  the  body,  independent 
of  the  processes  that  govern  bodily  function. 

The  ancient  Chinese  were  responsible  for  in- 
itiating many  useful  ideas  including  the  idea  of 
balance  from  which  they  evolved  the  concept  of 
the  yin  and  the  yang.  (Fig  1)  The  maintenance 
of  health  was  thought  to  depend  on  the  proper 
relationship  of  these  two  elemental  forces.  Any 
disruption,  rapid  change,  for  example,  could 
lead  to  imbalance  with  potentially  serious  con- 
sequences. 

Change  had  been  recognized  as  disrupting 
for  centuries,  even  by  Hippocrates,  who  2500 
years  ago  made  the  statement,  "Those  things 
which  one  has  been  accustomed  to  for  a long 
time,  although  worse  than  the  things  one  is  not 
accustomed  to,  usually  give  less  disturbance.”^ 

In  the  1930’s  a British  physician  named 
Donnison,  who  had  been  working  for  many 
years  as  a physician  in  black  Africa,  made  a 
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Yin  and  Yang 

Fig  1.  The  traditional  representation  of  Yin  and 
Yang. 

startling  discovery.  In  those  areas  of  black  Af- 
rica where  there  had  been  little  or  no  connec- 
tion with  western  civilization,  he  found  no  in- 
stances of  coronary  disease,  hypertension, 
rheumatoid  arthritis  or  peptic  ulcer.  His  find- 
ing might  have  been  attributed  to  a genetic 
difference  except  that  these  diseases  were  evi- 
dent among  members  of  the  same  tribe  living 
in  areas  that  had  come  under  the  influence  of 
western  civilization.  That  keen  observation  led 
him  to  write  his  book.  Civilization  and 
Disease.^  Rene  Dubos  who  had  spent  most  of 
his  scientific  life  at  the  Rockefeller  Institute  in 
New  York  studying  the  tubercle  bacillus,  came 
to  the  conclusion  that  there  were  many  factors 
involved  in  susceptibility  to  tuberculosis,  in 
addition  to  the  tubercle  bacillus,  itself.  He  ob- 
served that  outbreaks  of  tuberculosis  corre- 
lated most  clearly  with  social  disruption,  or 
rapid  social  change.^  He  drew  the  implication 
that  social  stability  tends  to  protect  even 
against  microbial  agents  of  disease. 

There  have  been  other  studies  of  com- 
munities, relatively  stable  communities,  that 
have  experienced  rapid  social  change.  We  had 
an  opportunity  to  study  a community  in  Penn- 
sylvania called  Roseto,  settled  in  1882  by 
Italians. 

The  early  immigrant  Italians  expected  to  be 
absorbed  in  the  great  melting  pot  of  America 


when  they  arrived,  but  instead  they  were 
shunned  and  isolated  by  the  Welsh  people  who 
already  lived  in  that  region.  The  Italians, 
therefore,  developed  their  own  exclusively 
Italian  enclave  and  ultimately  incorporated 
their  community. 

In  the  early  1960’s  a group  of  us  from  Okla- 
homa found  in  Roseto  a very  low  incidence  of 
death  from  myocardial  infarction.  After  look- 
ing into  the  usual  risk  factors  and  finding  that 
they  did  not  differ  from  those  in  surrounding 
communities  and,  being  very  much  impressed 
with  the  cohesive  social  pattern  of  the  com- 
munity, we  predicted  that  if  and  when  Rose- 
tans  gave  up  their  traditional  attitudes,  values 
and  practices  they  would  ultimately  lose  their 
relative  immunity  to  fatal  coronary  disease.  As 
many  of  you  know  the  prediction  has  been 
borne  out  over  the  years.® 

Together  with  modernizing  or  Americaniz- 
ing social  changes,  there  has  been  an  increase 
in  the  death  rate  from  myocardial  infarction. 
Fig  2 shows  a Rosetan  family  at  table.  The  pat- 
riarchal pattern  and  the  unifying  attitudes  are 
evident  in  the  picture.  Fig  3 shows  the  begin- 
ning of  a religious  procession  on  the  day  of  the 
festival  of  Our  Lady  of  Mt  Carmel,  the  patron 
saint  of  Roseto.  Roseto  is  a devout,  stable,  trad- 
itional society  in  which  the  inhabitants  were 
mutually  supportive.  Fig  4 shows  the  faithful 
marching.  They  marched  two  miles  down  and 
back  on  the  main  road.  Garibaldi  Avenue.  Dur- 
ing the  early  years  of  our  study,  many  of  the 
older  ladies  walked  barefoot,  not  because  they 
didn’t  have  shoes  but  because  they  wanted  to 
demonstrate  their  humility  and  their  gratitude 
to  the  Blessed  Mother  for  the  good  luck  they 
had  in  establishing  themselves  in  this  country. 
With  the  changing  mores  in  Roseto,  however, 
and  the  associated  increase  in  myocardial  in- 
farction, there  have  been  fewer  and  fewer  peo- 
ple marching  in  the  annual  religious  proces- 


Stewart  G.  Wolf,  MD,  was  graduated  from 
Johns  Hopkins  University  School  of  Medicine 
in  1938  and  is  presently  Professor  of  Medicine, 
Temple  University,  PA.  Chairman  of  the  Scien- 
tific Advisory  Center,  Muscular  Dystrophy  As- 
sociation, Dr  Wolf  is  also  a member  of  the  As- 
sociation of  American  Physicians,  American 
Physiology  Society,  American  Society  of  Clini- 
cal Investigation,  American  Gastroenterology 
Association  and  American  Heart  Association. 
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sion.  Today  most  of  them  sit  in  chairs  on  the 
sidewalk,  watching  and  no  one  is  barefoot. 

A few  years  ago  I had  an  opportunity  to  visit 
Brunei,  Borneo  on  the  Alpha  Helix,  the  re- 
search vessel  of  the  Scripps  Oceanographic  In- 
stitution. My  objective  was  to  study  the  jungle 
tribes  and  to  see  what  rapid  social  change 
might  have  brought  about  there.®  Brunei  is  a 
small  area  on  the  northern  coast  of  Borneo. 
The  sultan  of  Brunei  used  to  own  the  whole 
island  but  over  the  centuries,  he  gave  a lot  of  it 
away,  especially  to  Raja  Brooke.  Fig  5 shows  a 
river  highway  into  the  jungle  of  Brunei.  The 
rivers  are  navigated  by  very  narrow  boats  that 
accommodate  only  very  slender  people.  Fig  6 
shows  a view  of  the  top  of  a long  house  where 
as  many  as  150,  200  or  300  people  live  together 
as  extended  families.  Like  the  Rosetans  in  the 
early  years,  the  Iban,  as  they  are  called  in  Bor- 
neo, have  held  tenaciously  to  their  traditional 
ways,  their  animistic  religion,  their  social  cus- 
toms, beliefs,  values  and  attitudes.  Fig  7 shows 
a gathering  in  a long  house.  There  is  one  long 
living  room  on  one  side  of  the  reed  and  straw 
building  and  on  the  other  about  five  bedrooms 
to  accommodate  several  of  the  families.  Fig  8 
shows  Dr  Moran  a British  physician  with 


Fig  2.  A Roseto  family  at  table  ( photo  by  Steve  Shap- 
iro). 


whom  we  worked.  He  had  been  caring  for  the 
people  of  the  jungle  tribes  for  the  previous  13 
years.  Fig  9 illustrates  the  traditional  behavior 
of  these  extraordinarily  artistic  people  and  Fig 
10  shows  the  brass  instruments  that  are  played 
by  the  women.  There  have  been  social  changes 


Fig  3.  Procession  in  honor  of  Virgin  Mary  (photo  by 
Remsen  Wolff). 


Fig  4.  The  faithful  marching  (photo  by  Remsen 
Wolff). 


Journal  / March  1982  / Volume  75 


55 


Mechanisms  / WOLF 

in  Borneo  as  shown  in  Fig  11,  the  oil  rig  shown 
is  not  off  the  coast  of  Texas  or  Louisiana  but  off 
the  coast  of  Brunei.  Since  the  early  1960’s 
there  has  been  an  incredible  flow  of  money  into 
that  community,  so  rapid  that  it  has  been  to- 
tally impossible  to  spend  it  all.  The  sultan,  the 
current  ruler  of  Brunei,  is  a member  of  the 
same  family  that  was  governing  when 
Magellan’s  ship  pulled  into  the  Brunei  river 
after  Magellan  had  been  killed  in  the  southern 
Phillipines.  Presumably  the  ruling  dynasty  ex- 
tended even  further  back  than  that. 

I must  digress  to  say  how  clever  these  orien- 
tals are.  One  problem  with  dynasties  is  that 
when  the  head  man  dies  sometimes  there  is 
confusion.  Sometimes  the  person  who  has  been 
appointed  to  succeed  to  the  throne  does  not  get 
the  job.  The  way  in  which  the  sultans  of  Brunei 
have  insured  the  proper  succession  is  for  the 
sultan  to  abdicate  when  he  gets  into  his  50’s. 
As  a successor,  the  sultan  selects  a relative, 
usually  his  son  but  not  necessarily  his  oldest 
son.  During  the  transition  period,  the  former 
sultan  is  still  on  hand  and  capable  of  exerting 
power  so  that  by  the  time  he  dies  the  new  re- 
gime has  become  stabilized.  Fig  12  shows  the 
incidence  of  several  diseases  that  decreased 
remarkably  in  Brunei  over  the  years.  The  de- 
crease appears  to  be  due  in  large  part  to  the 


Fig  5.  A river  highway  in  Brunei  (photo  by  Tom 
Wolf). 
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remarkable  helicopter  medical  service  that  vis- 
its every  long  house  community  at  least  six 
times  a year  and  more  frequently  if  there  is  a 
need  for  medical  attention.  In  the  case  of  pre- 
natal care,  for  example,  the  medical  facility 
keeps  in  contact  with  the  long  house  by  radio 


Fig  7.  A gathering  in  a long  house  (photo  by  Hedda 
Morrison). 
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and  stands  ready  to  send  a helicopter  out  at 
any  time.  Fig  13  shows  the  population  number 
and  the  death  rate  in  Brunei.  The  increase  in 
population  is  not  due  to  immigration  but  to  a 
decrease  in  infant  mortality. 

The  major  social  change  in  Brunei  is  the 
universally  available  schooling.  The  sultan,  by 
putting  school  rooms  in  areas  of  all  of  the  long 
houses,  is  now  turning  what  has  been  an  illit- 
erate population  into  a literate  one.  Schooling 
is  compulsory  and  the  schools  are  free  for  all 
people.  The  teachers  are  imported  from  Eng- 
land, Australia,  India  and  other  English 
speaking  countries. 

I suspect  that  in  the  wake  of  social  changes, 
the  new  generation  may  abandon  traditional 


Fig  8.  Dr  Moran  holding  clinic  (photo  by  Tom  Wolf). 


Fig  10.  Traditional  musical  instruments  (photo  by 
Hedda  Morrison). 


values  and  practices  in  an  even  more  drastic 
way  than  they  have  in  Roseto.  I hope  at  that 
time  the  sultan  will  let  me  return  to  Brunei  to 
learn  whether  in  Borneo  there  will  be  a repli- 
cation of  Donnison’s  findings  in  black  Africa, 
that  our  common  chronic  diseases  appear  when 
formerly  highly  stable  societies  are  influenced 
by  Western  ways. 

The  message  from  these  and  other  studies  of 
this  nature  seem  to  be  that  social  cohesion, 
good  morale,  and  a well-defined  place  for 
everyone  in  the  social  order  are  conducive  to 
health  and  that  the  converse  enhances  vul- 
nerability to  disease.  Such  a concept  is  not 
widely  accepted.  Perhaps  it  will  not  be  until  we 
understand  about  the  mechanisms  that  are  in- 
volved. As  J.B.S.  Haldane  once  wrote,  "Prog- 


Fig  11.  Oil  rig  off  the  coast  of  Brunei  (photo  by  Tom 
Wolf). 


Fig  9.  Artistic  work  by  Brunei  women  (photo  by 
Hedda  Morrison) . 
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ress  in  medicine  depends  upon  understanding 
how  the  human  organism  adapts  to  changes  in 
his  environment.”'  Information  on  that  subject 
has  begun  to  accumulate  rapidly. 

We  observed  one  such  adaptation  a few  years 
ago  while  taking  blood  from  transfusion 
donors.  The  withdrawal  of  blood  is  accom- 
panied by  a peripheral  vasoconstriction  which 
compensates  for  the  reduced  blood  volume, 


Fig  12.  Decreasing  incidence  of  diseases  over  the 
years  in  Brunei. 


Fig.  13.  Death  rate  and  population  growth  in  Brunei. 


but  during  an  emotionally  stressful 
circumstance. Fig  15  shows  that  in  a normoten- 
sive  individual  a brief  discussion  of  his  wife 
elicited  a dramatic  rise  in  his  systolic  and  dias- 
tolic pressures.**  Later  on,  a little  discussion 
about  paying  a fee  caused  the  same  response. 
On  the  other  hand  during  a discussion  of  work- 
ing on  his  thesis,  an  activity  that  gave  him 
satisfaction,  his  blood  pressure  fell  to  normal. 
We  were  able  to  show  further  that  not  only  the 
systolic  and  diastolic  pressure  as  measured  in 
the  arm  may  be  altered  during  emotional 
stress,  but  also  involved  may  be  the  circulatory 
dynamics  of  the  kidneys.  Figure  16  shows  a 
reduction  in  effective  renal  plasma  flow  during 
a stress  interview.  In  this  case  the  reduction  of 
renal  plasma  flow  actually  persisted  beyond 
the  period  of  blood  pressure  elevation.  Such  "as 
if ’’reactions,  as  well  as  anticipatory  reactions, 
reflect  involvement  of  the  neural  circuitry  in 


thereby  maintaining  normal  circulation.  This 
reflex  adaptation  is  mediated  at  the  medullary 
level  of  the  brain.  We  observed,  however,  that 
the  transfusion  donors  developed  their 
peripheral  vasoconstriction  prior  to  the  blood 
being  drawn.  This  anticipatory  response  re- 
quires central  nervous  system  circuitry  above 
the  medullary  area.  It  requires  involvement  of 
the  frontal  lobes  that  interpret  what  is  about  to 
happen.  Fig  14  shows  that  the  mere  approach 
of  the  needle  was  sufficient  to  induce  the  eleva- 
tion of  systolic  and  diastolic  pressure  in  this 
individual  who  was  about  to  give  blood  for 
transfusion. 

We  also  noted  such  peripheral  vasoconstric- 
tion without  the  anticipation  of  blood  letting 


Fig  14.  Rise  in  blood  pressure  at  the  approach  of  a 
phlebotomy  needle. 
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Fig.  15.  Rise  in  blood  pressure  during  discussion  of  stressful  topics. 


the  frontal  lobes.  Neurophysiologists  are  now 
unravelling  at  a rather  rapid  pace  the  circuitry 
involved  in  these  processes.  It  looks  as  though 
this  crazy  dilemma  about  mind  and  body  will 
ultimately  come  together  — possibly  in  our 
lifetime. 

Approximately  100  years  ago,  Danilewski 
showed  a striking  change  in  heart  rate  induced 
by  stimulation  of  the  cerebral  cortex  of 
animals.®  His  report  was  criticized,  disbelieved 
and  ultimately  ignored.  Many  years  later  it  be- 
came readily  demonstrable  that  stimulation  in 
the  frontal  lobes  could  alter  several  cardiovas- 
cular and  other  kinds  of  adjustment. 

Progress  toward  tracing  the  pathways  re- 
sponsible for  such  effects  as  Danilewski  de- 
monstrated, began  with  the  discovery  by 
Ramon  y Cajal  and  Camilla  Golgi  of  ways  to 


stain  neurons.  Progres.'^  was  further  acceler- 
ated when  in  1949  Ling  and  Gerard  reported 
their  ability  to  record  action  potentials  from 
inside  a single  muscle  fiber  and  later  from 
single  units  in  the  central  nervous  system.*® 
Since  then,  technologic  development  in  the 
study  of  the  circuitry  of  the  brain  and  of  the 
relationship  of  brain  mechanisms  to  behavior 
has  been  so  rapid  as  to  be  dizzying,  especially 
since  the  demonstration  by  LaVail  & LaVail 
that  horseradish  peroxidase  could  travel  re- 
trograde in  the  brain  through  the  entire  course 
of  the  axoplasm  thereby  to  outline  the  path- 
ways and  connections  of  neurons.*'  Other  re- 
cent contributions  have  included  the  identifi- 
cation, localization  and  manipulation  of  neuro- 
transmitters and  the  clear  demonstration  of 
the  importance  of  inhibitory  systems  in  the 
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overall  process  of  regulation  of  human  be- 
havior. 

Although  Danilewski’s  demonstration  of 
cerebral  control  of  visceral  function  was  amply 
confirmed,  the  question  remained  whether 
cerebral  stimulation  could  produce  actual  tis- 
sue effects.  One  of  the  cleanest  demonstrations 
of  this  was  by  Dr  C.  G.  Gunn  who  with  Fried- 
man and  Byers  demonstrated  that  sterotaxic 
stimulation  in  the  area  of  the  hypothalmus 
greatly  accelerated  the  appearance  of 
atheroma  in  the  aorta  of  rabbits  fed  an 
atheromatous  diet.'^  See  Fig  17. 

These  demonstrations  have  contributed  to 
the  concept  that  disease  is  a matter  of  disor- 
dered regulation.  Some  of  the  most  interesting 
aspects  of  regulation  have  to  do  with  the  role  of 
inhibitory  circuits.  Normally  there  is  a balance 
between  excitatory  and  inhibitory  activity.  For 
example,  inhibitory  activity  is  responsible  for 
some  of  the  difference  in  music  produced  by  a 
player  piano  from  that  produced  by  a great 
pianist.  It  is  not  that  different  notes  are  hit  — 
the  difference  lies  in  modulation.  The  player 
piano  can  only  activate  the  keys  in  the  proper 
order.  In  contrast  the  artistry  of  Artur  Rubin- 
stein depends  on  the  way  he  restrains  or  accen- 
tuates his  touch.  Similar  modulation  explains 
the  grace  in  the  dancing  of  a fine  ballerina.  In 
autonomically  innervated  structures  there  is 
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Fig  16.  Reduction  of  renal  blood  flow  accompanying 
blood  pressure  rise  during  stress  interview . 


Fig  17.  Accelerated  aortic  atheroma  induced  by  brain 
stimulation  (left)  control  on  right. 


also  modulation  of  effects  produced  by  inhibit- 
ory circuits. 

As  more  and  more  has  been  learned  about 
facilitatory  and  inhibitory  regulation  of  synap- 
tic transmission  at  every  level  of  the  nervous 
system,  the  concept  of  reflex  control  of  visceral 
function  has  given  way  to  a concept  of  neural 
interaction  in  which  virtually  all  parts  of  the 
nervous  and  endocrine  systems  are  intercon- 
nected, so  that  local  perturbations  may  have 
widespread  effects.  • Studies  have  clearly  re- 
vealed that  the  somatic  and  visceral  pathways 
are  not  two  systems  after  all  but  a single  sys- 
tem in  a state  of  continuous  dynamic  interac- 
tion as  behaviors  are  initiated,  maintained  and 
modified. 


MODULATION  AND  ILLNESS 

It  is,  therefore,  reasonable  to  state  that  the 
regulation  of  behaviors  of  all  sorts  requires  a 
balance  of  excitatory  and  inhibitory  influences. 
This  principle,  reminiscent  of  the  yin  and  yang 
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of  the  ancient  Chinese,  is  applicable  to  all  as- 
pects of  human  behavior.  Behavior  involving 
viscera  as  well  as  skeletal  muscles  must  be 
modulated,  damped  to  some  extent,  in  order  to 
be  maximally  adaptive. 

The  rapidly  growing  understanding  of  the 
importance  of  modulation  of  all  bodily  func- 
tions arouses  the  speculation  that  failure  of  re- 
straints or  a defective  balance  between  ex- 
citatory and  inhibitory  mechanisms  may  be  re- 
sponsible for  a multitude  of  disorders.  Among 
them  may  be  included  pathologic  aggressive- 
ness, alcoholism,  epilepsy  and  visceral  distur- 
bances such  as  the  almost  continuous  gastric 
secretion  of  hydrochloric  acid  and  proteolytic 
enzymes  characteristic  of  duodenal  ulcer.  So 
also  may  be  the  sustained  contraction  of  ini- 
tially normal  arterioles  in  hypertension,  or  the 
exaggerated  ratio  of  destruction  to  production 
of  red  blood  cells  in  hemolytic  anemia  as  well 
as  aberrations  in  other  bodily  systems  such  as 
the  cardiac  arrhythmias  that  lead  to  sudden 
death. 

One  may  conclude  that  there  is  a growing 
recognition  that  people  may  react  to  the  slings 
and  arrows  of  outrageous  fortune,  to  trouble- 
some people  and  events  in  their  lives  with  alt- 
erations in  the  regulation  of  certain  bodily  or- 
gans that  may  have  important  implications  for 
their  health.  Good  health  appears  to  depend  to 
some  extent  on  the  social  setting,  on  the  cir- 
cumstances under  which  on  lives,  on  one’s  de- 
gree of  satisfaction  and  fulfillment,  and  on  the 


support  and  approval  of  one’s  fellows.  It  may  be 
no  accident  that  great  orchestra  conductors 
live  such  long  and  healthy  lives.  They  regu- 
larly experience  the  demands  of  physical  exer- 
cise and  demands  on  their  creative  aesthetic 
and  intellectual  powers.  They  also  have  the 
feeling  of  being  needed;  even  of  being  indis- 
pensable; they  have  power  in  their  control  over 
a big  orchestra  and  they  enjoy  the  approbation, 
applause  and  support  of  their  audience.  To  a 
substantial  degree,  then,  we  may  say  that 
health  equates  with  morale. 
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A SURVEY  OF  INTRAVENOUS 
CANNULA  USE  AT 
PRESBYTERIAN  HOSPITAL, 
OKLAHOMA  CITY 
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A prospective  study  was  conducted  to  survey 
intravenous  (IV)  use  at  Presbyterian  Hospital 
( Oklahoma  City)  during  a five-week  period. 
Plastic  cannulae  were  used  in  97%  of  all  IV 
insertions.  Sixty  percent  of  all  cannulae  were 
in  place  for  24  hours  or  less.  The  incidence  of 
phlebitis  increased  significantly  with  the  du- 
ration of  cannula  use. 

I.  INTRODUCTION 

Intravenous  (IV)  therapy  has  become  an  in- 
tegral part  of  the  care  of  hospitalized  patients 
over  the  past  35  years.  Despite  the  potential 
hazards  of  IV  cannulae,  physicians  sometimes 
ignore  the  details  and  implications  of  IV 
therapy  used  in  their  patients. 

We  undertook  a five-week  prospective  sur- 
vey designed  to  evaluate  the  current  methods 
of  IV  therapy  at  Presbyterian  Hospital  in  Ok- 
lahoma City.  The  results  were  used  to  make 
recommendations  concerning  the  hospital  IV 
therapy  program. 


II.  MATERIALS  AND  METHODS 

The  study  was  conducted  during  a five-week 
period  from  June  6,  1980  to  July  11,  1980. 
Presbyterian  Hospital  is  a 407-bed  acute  care 
teaching  hospital  in  the  Oklahoma  Health  Sci- 
ences Center.  A five  percent  random  sample 
(using  a random  numbers  table)  was  selected 
from  all  patients  admitted  during  this  time 
period.  Patients  were  studied  from  all  fourteen 
wards  or  units  in  the  hospital.  Each  ward  was 
visited  daily.  The  following  data  were  obtained 
from  each  patient:  age,  sex,  race,  date  of  birth, 
unit,  attending  physician,  dates  of  admission 
and  discharge,  whether  or  not  the  patient  re- 
ceived IV  therapy,  the  number  of  IV’s,  type  and 
size  of  cannulae  used,  the  presence  or  absence 
of  phlebitis,  who  inserted  the  IV,  whether  any 
blood  products  were  administered,  and 
whether  the  patient  had  surgery.  All  patients 
were  followed  until  their  date  of  discharge. 

During  the  daily  visits  to  the  wards  the  IV 
sites  were  inspected  for  the  presence  of 
phlebitis.  We  defined  phlebitis  as  the  presence 
at  the  insertion  site  of  at  least  two  of  the  fol- 
lowing signs  of  inflammation:  (1)  erythema,  (2) 
tenderness,  (3)  warmth,  (4)  edema,  (5)  indura- 
tion and  (6)  purulence. 

III.  RESULTS 

Ninety- three  patients  with  a mean  age  of 
42.1  years  (range:  newborn  to  94  years)  were 
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Table  1 


Table  3 


CHARACTERISTICS  OF  PATIENT  GROUPS 


Scalp-vein 

Plastic 

Catheter 

Total 

No.  of  Patients 

4 

67 

71 

No.  of  Insertions 

4 

132 

136 

Age  (years) 

Mean 

20.25 

43.0 

42.3 

Median 

13 

32 

— 

Range 

2 to  53 

1 to  94 

1 to  94 

Duration  (hours) 

Mean 

15.7 

31.1 

30.6 

Median 

9.4 

19.9 

— 

Range 

.25  to  47.7  , 

.5  to  244.7  . 

25  to  244.7 

Phlebitis 

(per  insertion) 

0 

12 

12 

Cannula  Usage 

IV-team 

2 

60 

62 

Non-team 

2 

72 

74 

studied.  The  sample  consisted  of  33  males 
(35.5%)  and  60  females  (64.5%).  During  the 
study  period,  1850  people  were  admitted  to  the 
hospital,  39.5%  males  and  60.5%  females. 

Seventy-five  patients  (80.6%)  received  IV 
therapy.  Four  patients  were  eliminated  from 
this  analysis  because  of  insufficient  data.  A 
total  of  136  cannulae  were  inserted  in  71  pa- 
tients, four  scalp- vein  (3%)  and  132  plastic 
catheter  (97%).  (Table  1)  The  average  number 
of  cannulae  per  patient  was  1.91.  Twenty- 
seven  patients  (38%)  received  blood  products 
and  forty-nine  (69%)  had  surgery. 

Cannulae  were  in  place  from  0.25  to  244.7 
hours  (mean  = 30.5  hours).  The  mean  duration 
of  scalp-vein  needles  was  15.7  hours  and  for 
plastic  catheters  it  was  31.1  hours.  None  of  the 
scalp-vein  needles  were  left  in  place  for  more 


Table  2 


DURATION  OF  IV  THERAPY 
(BY  INSERTION) 


72  hours 

>72  hours 

Total 

Type  of  needle 

No. 

% 

No. 

% 

No. 

% 

Scalp- vein 

4 

3 

0 

0 

4 

3 

Plastic  Catheter 

124 

97 

8 

100 

132 

97 

TOTAL 

128 

94 

8 

6 

136 

100 

DURATION  OF  IV  THERAPY  BY  SERVICE 


« 24  hrs. 

24-48 

48-72  > 72  hrs. 

TOTAL 

Service  No. 

% 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

Ob-Gyn  14 
Surg. 

18 

3 

11 

1 

5 

0 

0 

18 

13 

Subspec.  19 
Gen. 

24 

2 

7 

5 

24 

0 

0 

26 

19 

Surgery  11 

14 

13 

46 

6 

29 

1 

13 

31 

23 

Medicine  34 

43 

9 

32 

9 

43 

7 

88 

59 

43 

Pediatrics  1 

1 

1 

4 

0 

0 

0 

0 

2 

1 

TOTAL  79 

58 

28 

21 

21 

15 

8 

6 136  100 

than  72  hours  whereas  eight  of  the  plastic 
catheters  were.  (Table  2) 

Analysis  was  made  of  duration  of  IV  therapy 
by  service.  (Table  3)  The  five  services  involved 
were  Obstetrics/Gynecology,  Surgical  Sub- 
specialties, General  Surgery,  Medicine,  and 
Pediatrics. 

Seventy-nine  of  the  136  cannulae  were  in 
place  for  24  hours  or  less.  Seven  of  the  59  can- 
nulae on  the  medicine  service  had  IV’s  in  place 
for  more  than  72  hours.  Also,  seven  of  the  eight 
IV’s  (88%  ) in  place  for  more  than  72  hours  were 
on  the  medicine  service.  One  patient  on  the 
medicine  service  had  19  IV’s. 

A similar  analysis  was  made  for  duration  by 
unit.  Six  (19%)  of  the  32  cannulae  used  in  the 
Cardiac  Care  Unit  (CCU)  were  in  place  for 
more  than  72  hours. 

Of  the  136  insertions,  12  resulted  in 
phlebitis  (9% ).  Two  of  these  12  were  in  place  24 
hours  or  less  whereas  the  remaining  cannulae 
were  in  place  over  24  hours.  All  cases  of 
phlebitis  involved  plastic  catheters.  These  12 
insertions  were  analyzed  by  who  inserted  the 
IV  (IV  team  vs  non-IV  team).  It  was  found  that 
six  insertions  were  made  by  the  IV  team.  The 
remaining  six  were  inserted  by  hospital  staff  in 
Emergency  (1),  Operating  Room  (2), 
Chemotherapy  (1)  and  CCU  (2).  The  twelve 
cases  of  phlebitis  occurred  on  three  of  the  five 
services  — Medicine,  General  Surgery,  and 
Surgical  Subspecialties. 

Of  the  people  who  had  IV’s  in  place  for  more 
than  72  hours,  one-half  developed  phlebitis. 
However,  only  2.5%  of  the  patients  with  IV’s  in 
place  for  24  hours  or  less  developed  phlebitis. 
Using  the  Wilcox,  or  two-sample,  test  the  dis- 
tribution of  the  hours  of  cannula  placement  in 
patients  developing  phlebitis  was  significantly 
displaced  to  the  right  of  that  for  those  who  did 
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Table  4 


PHLEBITIS  BY  DURATION 
OF  CANNULA  USE 


Number  with 
Phlebitis 

Number  with 
No  Phlebitis 

TOTAL 

Hours 

No. 

% 

No. 

% 

No. 

% 

24  hrs.  or  less 

2 

3 

77 

97 

79 

100 

24  to  48  hrs. 

2 

7 

26 

93 

28 

100 

48  to  72  hrs. 

4 

19 

17 

81 

21 

100 

Greater  than 
72  hrs. 

4 

50 

4 

50 

8 

100 

TOTAL 

12 

— 

124 

— 

136 

— 

X2  = 23.575 

p ^ .0001 


not  develop  phlebitis  (p  < .0002).  The  mean 
values  were  86.2  hours  and  25.3  hours  respec- 
tively. 

The  hours  of  cannula  placement  were  di- 
vided into  four  groups  (24  hours  or  less,  24-48 
hours,  48-72  hours,  and  greater  than  72  hours) 
in  order  to  determine  the  relationships  bet- 
ween those  who  did  and  did  not  develop 
phlebitis.  There  was  a significant  relationship 
between  increasing  length  of  time  the  IV  re- 
mained in  place  and  the  probability  of  develop- 
ing phlebitis.  (Table  4) 

IV.  DISCUSSION 

In  hospitals  where  cannulae  are  not 
routinely  removed  within  72  hours  of  inser- 
tion, plastic  catheters  are  more  hazardous  than 
steel  needles.  However,  plastic  catheters  pro- 
vide a distinct  advantage  in  individuals  receiv- 
ing blood  products  or  anesthesia  or  in  those 


Daniel  J.  Sexton,  MD,  was  graduated  from 
Northwestern  University  Medical  School  in 
1971.  He  is  certified  by  the  American  Board  of 
Internal  Medicine,  Infectious  Diseases;  a Fel- 
low of  the  American  College  of  Physicians;  a 
member  of  the  Infectious  Disease  Society  of 
America;  and,  the  American  College  of  Physi- 
cians. 

Sidney  J.  Gravney  received  his  MPH  degree 
from  the  University  of  Oklahoma  in  1981.  He  is 
a member  of  the  American  Society  of  Clinical 
Pathologists  and  the  American  Public  Health 
Association. 


requiring  a secure  IV  access  because  of  a life- 
threatening  illness.^  " In  contrast,  steel  needles 
are  more  prone  to  infiltration  and  their  lower 
rate  of  phlebitis  may  be  secondary  to  the  fact 
they  are  less  likely  to  remain  in  place  for  grea- 
ter than  48  hours.  Our  study  demonstrated  a 
significant  increase  in  phlebitis  with  increas- 
ing duration  of  catheterization. 

We  found  that  scalp-vein  needles  were  used 
in  only  2.9%  of  the  sample.  Approximately  60% 
of  all  cannulae  used  in  Presbyterian  Hospital 
were  left  in  place  for  24  hours  or  less.  Also, 
only  38%  of  the  patients  receiving  IV  therapy 
required  blood  products.  Since  long-term  IV 
therapy  is  not  required  in  the  majority  of  the 
patients,  scalp-vein  needles  are  substantially 
underutilized  in  our  hospital.  We  recom- 
mended that  steel  needles  be  used  in  the  major- 
ity (at  least  60%)  of  the  cases  receiving  IV 
therapy. 

Steel  needles  are  cheaper  than  plastic  can- 
nulae and  in  numerous  studies  have  been  as- 
sociated with  fewer  complications. *’•'•  **•  In 
our  study,  the  average  number  of  cannulae  per 
patient  was  1.91.  We  project  that  in  one  year  a 
total  of  29,618  cannulae  will  be  used  at  our 
institution.  (Table  5)  In  our  institution,  a plas- 
tic cannula  costs  the  patient  $2.00  more  than  a 
steel  needle.  If  steel  needles  were  used  more 
extensively,  even  more  cannulae  would  likely 
be  inserted  since  steel  needles  reliably  stay  in 
place  for  shorter  time  periods  than  plastic  can- 
nulae. However,  60%  of  the  plastic  cannulae 
used  in  our  hospital  were  in  place  for  24  hours 
or  less.  Substituting  steel  needles  in  these  in- 
stances would  result  in  considerable  cost  sav- 
ings. 

Many  factors  contribute  to  the  development 
of  phlebitis,  including  (1)  type  of  cannula,  (2) 
cannula  size  and  length,  (3)  duration  of  can- 
nula at  site,  and  (4)  anatomic  location  of  the 

Table  5 


SURVEY  FINDINGS  AND  ONE- YEAR 
ESTIMATES  FOR  PRESBYTERIAN 
HOSPITAL 


Actual 

Number 

Percent 
of  Total 

Estimated 
Total  for 
One  Year 

Patients  receiving 
blood  products 

27 

38 

5,893 

Steel  Needles 

4 

2.9 

859 

Plastic  Catheters 

132 

97.1 

28,759 

Cases  of  Phlebitis 

12 

8.8 

2,606 

Duration  of  72  hours 

8 

5.9 

1,747 
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cannula.  In  numerous  studies  the  incidence  of 
phlebitis  has  been  greater  with  plastic  than 
with  steel  cannulae.*-  -•  "•  “• In  our  study, 

the  incidence  of  phlebitis  with  scalp-vein  nee- 
dles was  0.0%  as  compared  to  8.8%  with  plastic 
catheters.  Based  on  this  survey,  we  estimate 
2,606  cases  of  phlebitis  occur  per  year  at  Pres- 
byterian Hospital.  (Table  5)  By  reducing  the 
number  of  plastic  catheters  used  or  by  limiting 
the  use  of  individual  plastic  catheters  to  less 
than  72  hours,  the  number  of  cases  of  phlebitis 
should  be  reduced  considerably.  In  hospitals 
with  good  IV  teams  that  provide  consistently 
careful  local  car^  and  assure  that  plastic 
catheters  are  not  left  in  place  more  than  72 
hours,  the  difference  in  complication  rate  bet- 
ween steel  and  plastic  catheters  may  be  mini- 
mal. However,  many  community  hospitals  do 
not  have  rigidly  supervised  IV  teams  and  in 
these  instances  steel  needles  are  safer  and 
perhaps  less  expensive. 

V.  SUMMARY 

We  conducted  a prospective  random  study 
surveying  IV  use  at  Presbyterian  Hospital  dur- 
ing a 5-week  period  from  June  6 to  July  11, 
1980.  We  showed  that  plastic  cannulae  were 
used  in  97%  of  all  insertions.  Sixty-percent  of 
all  cannulae  were  in  place  for  24  hours  or  less. 
Except  for  patients  who  need  blood  products, 
anesthesia,  or  who  are  critically  ill,  scalp-vein 
needles  should  be  used  in  a higher  percentage 
of  patients;  as  an  alternative,  all  plastic  can- 
nulae should  be  removed  within  72  hours.  The 
use  of  more  scalp-vein  needles  should  reduce 
the  cost  of  IV  therapy. 
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News  From 
The  Oklahoma  State 
Department  of 
Health 

Rabies  Vaccine 

The  Oklahoma  State  Department  of  Health 
has  been  advised  by  the  Centers  for  Disease 
Control  (CDC),  Atlanta,  that  effective 
November  30,  1981,  tests  for  rabies  antibody  in 
sera  from  persons  administered  human  diploid 
vaccine  was  discontinued.  This  action  was 
taken  because  of  the  consistently  high  anti- 
body response  to  the  vaccine. 

Rabies  antibody  testing  began  at  the  CDC  in 
the  early  1960’s  when  duck  embryo  vaccine 
was  licensed.  Although  that  vaccine  was  virtu- 
ally free  of  serious  side  reactions,  its  potency 
was  marginal  and  20  percent  or  more  of  those 
vaccinated  failed  to  develop  antibodies  after 
pre-exposure  vaccination  (with  three  doses  of 
vaccine),  or  even  after  post-exposure  treatment 
(with  23  doses  of  vaccine  and  human  rabies 
globulin).  Because  of  the  high  failure  rate,  it 
was  necessary  to  examine  antibody  response  in 


all  those  vaccinated.  Rabies  vaccination  has 
been  routinely  practiced  among  many  vet- 
erinarians, laboratory  personnel,  and  others 
with  an  occupationally-related  increased  risk 
of  exposure  to  the  disease. 

Human  diploid  cell  rabies  vaccine  was 
licensed  in  June,  1980.  The  vaccine  appears  to 
be  potent  and  is  the  safest  vaccine  to  date. 
Three  doses  are  recommended  for  pre-exposure 
vaccination  (days  0,  7 and  28).  Five  doses  are 
given  for  post-exposure  vaccination  (days  1,  3, 
7,  14  and  28),  along  with  human  rabies  globu- 
lin. The  serologic  responses  to  these  regimens 
have  been  evaluated  over  the  last  year.  Of 
those  vaccinated,  virtually  all  persons  de- 
veloped adequate  levels  of  antibody  after  ad- 
ministration of  the  recommended  regimens  of 
human  diploid  vaccine. 

The  action  to  discontinue  testing  was  based 
on  the  recommendation  of  the  Public  Health 
Service’s  Immunization  Practices  Advisory 
Committee,  which  includes  non-governmental 
experts  in  infectious  disease  control.  The 
center  will  continue  to  test  sera  from  individu- 
als who  have  received  duck  embryo  vaccine 
and  from  persons  who  are  immunosuppressed. 
Further  information  can  be  obtained  from  the 
Laboratory  Service  of  the  Oklahoma  State  De- 
partment of  Health.  □ 


COMMUNICABLE  DISEASES  IN  OKLAHOMA  FOR  DECEMBER,  1981 


DISEASE 

December 

1981 

December 

1980 

November 

1981 

Total  To  Date 

1981 

1980 

Amebiasis 

1 

25 

39 

Aseptic  Meningitis 

6 

12 

7 

107 

86 

Brucellosis 

— 

— 

— 

7 

10 

Encephalitis,  Infectious 

1 

1 

3 

26 

18 

Gonorrhea  (Use  Form  ODH-228) 

1255 

1075 

1341 

15909 

13844 

Hepatitis  A 

12 

49 

. 29 

293 

395 

Hepatitis  B 

31 

30 

17 

242 

226 

Hepatitis  Unspecified 

9 

16 

19 

156 

237 

Malaria 

— 

1 

1 

8 

13 

Measles  (Rubeola) 

— 

— 

— 

6 

775 

Meningococcal  Infections 

3 

7 

6 

49 

30 

Pertussis 

— 

2 

— 

2 

30 

Rabies  (Animal) 

11 

12 

8 

218 

246 

Rocky  Mountain  Spotted  Fever 

— 

4 

— 

99 

77 

Rubella 

1 

2 

— 

3 

8 

Salmonellosis 

21 

47 

38 

413 

386 

Shigellosis 

31 

35 

47 

455 

255 

Syphilis  (Use  Form  ODH-228) 

17 

12 

13 

184 

120 

Tetanus 

— 

— 

1 

2 

1 

Tuberculosis 

34 

32 

30 

336 

338 

Tularemia 

6 

1 

6 

39 

24 

Typhoid  Fever 

— 

— 

— 

5 

7 
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Western  Party,  Sports  Events 
Promise  Fun  at  Annual  Meeting 


There  will  be  ample  opportunity  to  indulge 
in  fun  and  enjoyment  at  the  1982  OSMA  An- 
nual Meeting.  Members  and  spouses  are  en- 
couraged to  take  advantage  of  the  social  and 
recreational  activities  planned  for  this  year’s 
get-together. 

A rip-roaring  Western  Party  will  kick  off  the 
schedule  of  social  events  on  Thursday  evening, 
May  6.  The  party  will  take  place  at  Henson’s, 
one  of  Oklahoma  City’s  newest  and  finest 
western  clubs.  The  atmosphere  is  informal,  so 
come  prepared  to  don  your  cowboy  boots  for  a 
night  of  western  music  and  revelry. 

Activities  move  outdoors  on  Friday  after- 
noon as  the  OSMA  golf  and  tennis  tourna- 
ments get  under  way.  The  golf  tournament  will 
be  held  at  picturesque  Kicking  Bird  Golf 
Course,  located  just  outside  Oklahoma  City  in 
Edmond.  The  tennis  tournament,  which  will 
continue  on  Saturday  afternoon,  is  set  for  the 
Summerfield  Racquet  Club  in  Oklahoma  City. 
Both  tournaments  are  open  to  men  and  women, 
and  both  require  a registration  fee. 

Social  events  conclude  on  Saturday,  May  8, 
with  a gala  evening  of  dining,  dancing,  and 
entertainment  at  the  OSMA  Presidential  In- 
augural Banquet  and  Ball.  The  ball  will  be 
held  in  the  plush  and  elegant  Grand  Ballroom 
of  the  Skirvin  Plaza  Hotel. 

The  official  program  being  mailed  to  you 
contains  complete  information  on  registration 
fees  and  ticket  prices  for  these  and  other  an- 
nual meeting  functions.  To  register  for  the  golf 
and  tennis  tournaments  and  to  order  tickets  for 
the  social  events,  you  should  complete  and 
mail  the  registration/ticket  order  form  in- 
cluded in  the  program  with  payment,  to 
OSMA.  Pre-registration  is  essential  to  guaran- 
tee your  participation.  □ 


Annual  Meeting  Festivities  Set 
For  Auxiliary’s  Diamond  Jubilee 

The  Oklahoma  State  Medical  Association 
Auxiliary  is  celebrating  its  Diamond  Jubilee 
with  a special  line-up  of  festivities  at  the  1982 
OSMA  Annual  Meeting  in  Oklahoma  City, 
May  5-8,  1982.  The  Oklahoma  auxiliary  is  the 
oldest  in  the  nation;  it  was  founded  in  Shawnee 
in  1907  by  Mrs  W.  C.  Bradford. 


news 


To  mark  its  seventy-fifth  birthday,  the  aux- 
iliary is  holding  a luncheon  at  the  Skirvin 
Plaza  Hotel  on  Friday,  May  7,  and  a "Stroll 
Down  Memory  Lane  Fashion  Show,’’  featuring 
clothes  dating  from  1907  to  the  present.  Seat- 
ing for  the  luncheon  and  fashion  show  is  li- 
mited, so  members  are  urged  to  register  early. 

Other  auxiliary  activities  will  be  listed  in 
the  official  program  of  the  annual  meeting.  □ 


Dr  McCall  Appointed  Dean 
of  OU  College  of  Medicine 

Charles  B.  McCall,  MD, 
former  chief  of  staff  of  the 
Veterans  Administration 
(VA)  Medical  Center  in 
Oklahoma  City,  has  been 
appointed  dean  of  the  Col- 
lege of  Medicine  at  the 
University  of  Oklahoma 
Health  Sciences  Center. 

He  assumed  his  new  post 
on  February  1. 

Dr  McCall  had  served  as  VA  chief  of  staff 
since  1980,  concurrent  with  positions  as  as- 
sociate dean  for  clinical  affairs  at  the  OU  Col- 
lege of  Medicine  and  professor  of  medicine  at 
the  Health  Sciences  Center. 

During  1978  he  was  associate  dean  at  the 
University  of  Oklahoma  Tulsa  Medical  Col- 
lege. Prior  to  that,  he  served  a year  as  dean  of 
the  College  of  Medicine  at  Oral  Roberts  Uni- 
versity and  two  years  as  dean  of  the  College  of 
Medicine  at  the  University  of  Tennessee.  He 
has  held  several  high-level  posts  with  the  Uni- 
versity of  Texas  system  and  was  chief  resident 
in  medicine  at  the  University  of  Alabama. 

Dr  McCall  received  both  his  BA  and  MD  de- 
grees from  Vanderbilt  University.  He  is  a 
member  of  the  American  Medical  Association, 
the  American  College  of  Physicians,  the 
American  Thoracic  Society,  the  American  Fed- 
eration for  Clinical  Research,  the  American 
College  of  Chest  Physicians,  and  the  Okla- 
homa State  Medical  Association.  □ 
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MEDICAL-LEGAL  SEMINARS 


1982  SCHEDULE 


April  13 

Telephone  Collecting 

Tulsa 

April  14 
April  15 

Medical  Office  Management 

Financial  and  Personnel  Management  Tulsa 

April  20 

Telphone  Collecting 

Oklahoma  City 

April  21 

Medical  Office  Management 

Oklahoma  City 

April  22 

Financial  and  Personnel  Management  Oklahoma  City 

May  11 

Telephone  Collecting 

Joplin,  MO 

May  12 

Medical  Office  Management 

Joplin,  MO 

June  22 

Telephone  Collecting 

Wichita  Falls, TX 

June  23 

Medical  Office  Management 

Wichita  Falls,  TX 

July  28 

Medical  Office  Management 

Enid 

July  30 

Medical  Office  Management 

Woodward 

Aug.  4 

Medical  Office  Management 

Oklahoma  City 

August  5 

Medical  Office  Management 

Ardmore 

August  17 

Medical  Office  Management 

Bartlesville 

August  19 

Medical  Office  Management 

Tulsa 

August  26 

Medical  Office  Management 

Lawton 

August  31 

Medical  Office  Management 

Muskogee 

SUMMER  TOUR 


Aug.  17-24  (tentative)  Ixtapah,  Mexico  7 Day  Tour 

5 Day  Seminar 


For  registration  information  write: 
Ed  Kelsay 

% Medical-Legal  Seminars 
5131  Classen  Blvd.,  Suite  212 
Oklahoma  City,  OK  73118 
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Death 

JOHN  P.  GRIMES,  MD 
1900-1981 

A Wewoka  physician  for  over  53 
years,  John  P.  Grimes,  MD,  died  De- 
cember 24,  1981.  Doctor  Grimes  was  a 
native  of  Dawson,  Georgia  and  was 
graduated  from  Emory  University 
School  of  Medicine  in  1924.  His  prac- 
tice was  established  in  Wewoka  in 
1928.  Doctor  Grimes  had  been  honored 
by  Wewoka  civic  organizations  and  the 
Oklahoma  State  Medical  Association 
which  present  him  with  a Life  Mem- 
bership in  1971.  n 


IN  MEMORIAM 
1981 


David  J.  Tomko,  MD 

March  4 

Eugene  F.  Lester,  Jr.,  MD 

March  16 

J.  Samuel  Binkley,  MD 

March  16 

Gilbert  L.  Hyroop,  MD 

April  15 

Leo  A.  Myers,  MD 

April  19 

J.  Holland  Howe,  MD 

April  20 

Harold  M.  McClure,  MD 

April  27 

Sam  W.  Hendrix,  MD 

May  12 

Roger  C.  Good,  MD 

June  16 

Frederick  G.  Dorwart,  MD 

June  16 

Joseph  W.  Kelso,  MD 

June  18 

Rufus  K.  Goodwin,  MD 

June  25 

Orville  C.  Armstrong,  MD 

July  9 

Charles  F.  Paramore,  MD 

July  10 

James  D.  Reynard,  MD 

July  21 

Mark  R.  Everett,  PhD 

August  1 7 

Khalil  Ahmad,  MD 

August  22 

M.  H.  Haskell,  MD 

August  30 

C.  F.  Foster,  Jr.,  MD 

October  11 

E.  E.  Shircliff,  MD 

October  23 

S.  N.  Stone,  Jr.,  MD 

November  9 

James  R.  Barnes,  MD 

December  13 

E.  Rankin  Denny,  MD 

December  16 

John  P.  Grimes,  MD 

December  24 

□ 

Governor’s  Proclamation  Honors 
Dr  Tate  for  His  Service  to  State 

Harry  B.  Tate,  MD,  of  Oklahoma  City,  has 
been  honored  with  an  official  state  proclama- 
tion recognizing  his  leadership  and  devotion  in 
serving  the  people  of  Oklahoma.  The  procla- 
mation was  presented  to  Dr  Tate  on  January 
25  by  Governor  George  Nigh. 

Dr  Tate  was  cited  for  maintaining  high 
standards  in  protecting  the  health  and  welfare 
of  the  people  of  Oklahoma,  for  his  compassion 
and  justice,  and  for  his  wisdom,  courage,  and 
self-reliance  in  executing  his  duties  as  a public 
servant. 

Dr  Tate  served  as  a member  of  the  Okla- 
homa State  Board  of  Medical  Examiners  from 
February  1976  to  January  of  this  year  and  as 
secretary  of  the  board  for  the  past  five  years. 

A copy  of  the  official  proclamation  is  shown 
below.  n 


WHEREAS,  Harry  B.  Tate,  M.  0.  has  served  as  a member  of  the 
Oklahoma  State  Board  of  Medical  Examiners  from  February  10,  1976  to 
January  25,  1982;  and 

WHEREAS,  he  has  been  Secretary  of  that  Board  from  March  26,  1977 
to  January  25,  1962i  and 

WHEREAS,  by  his  leadership  he  has  demonstrated  that  he  let  no 
personal  consideration  stand  It  the  way  of  performing  a public  service, 
which  he  exercised  with  wisdom,  courage  and  self-reliance;  and 

WHEREAS,  by  his  conscientious  devotion  to  the  responsibl 1 1 ties 
of  said  position  he  has  demonstrated  a strict  adherence  to  necessarily 
high  standards  in  protecting  the  health  and  welfare  of  the  people  of  the 
State  of  Oklahoma,  and 

WHEREAS,  he  has  earned  the  esteem  in  which  he  Is  held  by  his 
associates  and  co-workers  for  his  trenchant  logic  in  complex  matters  and 
for  his  COTpassion  to  his  peers  while  serving  the  ends  of  Justice; 

NOW,  THEREFORE,  I,  GEORGE  NIGH,  GOVERNOR  of  the  State  of  Oklahoma, 
cognizant  of  the  many  sacrifices  Doctor  Tate  has  made  during  his  years  of 
service  to  the  people  of  Oklahoma,  speak  for  the  people  of  Oklahoma  in 
this  expression  of  our  gratitude. 


3n  /uiae  xe/ ccutAe^l 

lAe  . /e£t/  f/ir  £n  ^ 

(yfifir  ¥t/  /Ar  A.n/u/iJ.  ui  /At-  A^iAiAri^nn 

//u^  25th  t/uif.  January  , ui  tAe 

r/y//Z  eighty-two  - l/u; 

seventy-fourth  year.  C 


)i. 
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AAD  Installs  Telephone  System 
For  Reporting  Drug  Reactions 

The  American  Academy  of  Dermatology 
(AAD)  has  developed  a telephone-based  Ad- 
verse Drug  Reaction  Reporting  System 
(ADRRS)  to  collect  members’  reports  of  new, 
unusual,  and  rare  adverse  drug  reactions. 

Funded  by  a grant  from  the  Food  and  Drug 
Administration  (FDA),  the  project  is  designed 
to  test  the  hypothesis  that  the  telephone-based 
system  will  be  more  effective  than  the  current 
system  of  submitting  written  reports  to  the 
FDA. 

The  new  system  employs  a toll-free  tele- 
phone number  (800-323-1473)  for  AAD  mem- 
bers to  use  in  reporting  adverse  drug  reactions. 
During  normal  business  hours,  a project  assis- 
tant will  take  information  from  reporting 
physicians.  Outside  these  hours,  the  toll-free 
number  will  be  equipped  with  an  automatic 
answering  and  recording  device  using  a struc- 
tured format  to  collect  required  data. 

Each  reporting  physician  will  receive  a writ- 
ten copy  of  the  information  provided.  Reports 


can  be  edited  or  corrected  either  by  phone  or  by 
mail.  ADRRS  professional  staff  will  review  re- 
ports to  estimate  their  clinical  importance  as 
indicators  of  unrecognized,  new,  unusual,  or 
severe  adverse  drug  reactions. 

Once  reports  are  confirmed  and  verified, 
they  will  be  coded  so  that  neither  the  reporting 
physician  nor  the  patient  can  be  identified 
through  any  material  supplied  to  the  FDA.  □ 


Resolutions  Due 

All  resolutions  to  be  presented  to  the  Okla- 
homa State  Medical  Association  House  of  De- 
legates annual  meeting  must  be  received  in  the 
executive  office  no  later  than  thirty  (30)  days 
prior  to  the  meeting.  This  year’s  meeting  is  to 
be  held  May  6,  1982  at  the  Skirvin  Plaza  Hotel 
in  Oklahoma  City. 

County  medical  societies  or  individuals 
wishing  to  submit  resolutions  should  mail 
them  to  OSMA,  601  N.W.  Expressway,  Okla- 
homa City,  OK  73118.  Should  you  need  assis- 
tance in  drafting  such  resolutions,  please  con- 
tact the  executive  offices.  □ 


Fabulous  Money  Machine? 


If  you  owned  a machine  that  printed  a brand  new  $500  bill  each  week,  you'd  be  most  fortunate  wouldn't  you?  But.  what  if  this 
very  special  machine  had  parts  that  could  not  be  replaced?  As  a prudent  person  in  control  of  such  a machine  you  would  want 
some  assurance  that  if  the  machine  stopped  producing  $500  bills,  you  could  still  receive  them,  wouldn't  you? 

Physicians  are  high-achieving  professional  breadwinners  and  can  be  compared  to  "money  machines " But.  they  are  also 
human  beings,  who  because  of  their  profession,  have  a greater  than  average  understanding  of  the  prospects  of  unexpected 
accidents  and  illnesses  which  can  impair  or  destroy  their  income  producing  ability 


Through  the  Oklahoma  State  Medical  Association  Group  Disability  Program,  you  have  the  opportunity  to  obtain  assurance  of 
uninterrupted  income  if  your  health  should  fail. 


Three  plans  are  available  Plan  L-65  pays  accident  benefits  for  lifetime  Sickness  benefits  are  payable  to  age  65.  or  for  a 2-year 
maximum  period  if  disability  begins  between  ages  63  and  70  Benefits  are  payable  tor  10  years  based  on  being  unable  to 
perform  every  duty  of  your  occupation;  thereafter,  based  on  being  unable  to  perform  the  duties  of  any  gainful  occupation  for 
which  you  are  reasonably  fitted. 


Semi  Annual  Premium  — Benefit  payable  after  8 days  for  sickness,  first  day  for  accidents. 


Plan 

L-65 


S 


1 


WEEKLY 

UNDER 

AGE 

AGE 

AGE 

AGE 

INDEMNITY 

AGE  30 

30-39 

40-49 

50-59 

60-69 

$500  00 

$301  50 

$346  50 

$476  50 

$641.50 

$418  50' 

400  00 

241.50 

277  50 

381  50 

513.50 

418  50' 

300  00 

181  50 

208.50 

286.50 

385.50 

418  50 

200  00 

121  50 

139  50 

191  50 

257  50 

279.50 

100  00 

61  50 

70.50 

96.50 

129  50 

140.50 

For  full  particulars,  contact  JANE  GRIFFITH 


C.  L.  PRATES  & COMPANY,  INC. 

Administrator,  OSMA  Group  Insurance  Plans 
720  N.W.  50th  Street,  Oklahoma  City,  OK  73118  (405)  848-7661 
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The  "Physician's  Office  Computer" 
Comes  to  Oklahoma 


the  new  Physician's  Office  Computer  allows  you  to  analyze 
practice  at  the  touch  of  a button. 


HERE  ARE  JUST  A FEW  EXAMPLES 
OF  WHAT  IT  CAN  DO: 


• Print  Standard  Insurance  Forms 

• Print  Patient  Statements  Ready  to  Mail,  In- 
cluding Return  Envelope 

• Patient  Ledger 

• Aged  Accounts 

• Daily  Check  and  Cash  Register 

• Family  Accounts  and  Billing 

• Cross-Posting  Between  Doctors 

• Day  Sheet  and  Detailed  Financial  Reports 
AND  MUCH  MORE!!!  While  Paying  For  Itself 
With  Increased  Collections,  and  Improved  Of- 
fice Efficiency. 


For  More  Information 
or  a Hands-On  Demonstration 

Call  Wayne  Chambers  — (405)321-5958  or  360-7160 


You  owe  it  to  yourself  to  see  the  many  benefits 
your  practice  will  receive  using  The  Physician's 
Office  Computer. 


SOUTHWEST  BUSINESS  SYSTEMS,  INC. 
132  West  Main  Street,  Norman,  OK  73069 


OSMA  Offers  Workshop  Series 
For  Medical  Office  Employees 

Beginning  this  month,  the  Oklahoma  State 
Medical  Association  will  sponsor  a series  of 
one-day  workshops  for  newly-hired  medical  of- 
fice personnel.  Five  workshops  are  scheduled 
for  1982,  three  in  Oklahoma  City  and  two  in 
Tulsa. 

Developed  by  OSMA  legal  counsel  Ed  Kel- 
say,  the  "New  Employee  Workshops”  include 
sessions  on  the  role  and  function  of  physicians, 
medical  ethics,  sources  of  physician  income, 
drugs  and  prescriptions,  hospital  privileges 
and  relations,  and  effective  communication. 
The  workshops  are  taught  by  Kelsay  and  other 
OSMA  professional  staff. 

The  Oklahoma  City  workshops  will  be  held 
at  the  Lincoln  Plaza  Hotel  on  March  27,  June 
26,  and  September  25.  The  Tulsa  meetings  will 
take  place  at  the  Excelsior  Hotel  on  May  22 
and  September  11.  Cost  of  the  workshop  is  $25 
per  person,  not  including  lunch. 

To  register  for  a workshop  contact:  Okla- 
homa State  Medical  Association,  601  NW 


Expressway,  Oklahoma  City,  OK  73118,  (405) 
843-9571.  □ 

Eckerd  Drug  Company  Removes 
Methaqualone  from  Pharmacies 

The  growing  problems  of  drug  abuse  and 
pharmacy  thefts  associated  with  the  illegal  use 
of  methaqualone  have  prompted  Eckerd  Drug 
Company  to  remove  the  drug  from  its  phar- 
macy shelves. 

In  a letter  to  OSMA,  Burton  C.  Perfit,  presi- 
dent of  the  company,  expressed  regret  for  any 
inconvenience  to  physicians  and  their  patients 
caused  by  the  company’s  decision.  He  stated 
that  the  decision  to  stop  dispensing  metha- 
qualone was  based  on  the  belief  that  the  abuse 
and  potential  harm  of  the  drug  outweigh  its 
therapeutic  benefits. 

The  drug  company  is  calling  for  support  of 
governmental  action  to  reclassify  the  drug 
from  a Schedule  II  Controlled  Substance  to  a 
Schedule  I,  a move  that  would  effectively 
eliminate  the  legal  prescribing  and  dispensing 
of  methaqualone.  □ 
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Calendar  of  Events 

"Inflammatory  Bowel  Disease,”  "Chron- 
ic Abdominal  Pain,”  and  "Intestinal 
Bleeding,”  April  2,  1982,  Mercy  Health  Cen- 
ter, Contact  Medical  Staff  Education  Office, 
755-1515,  ext.  2603. 

"Critical  Care  Medicine  Course,”  March 
7-12,  1982,  University  of  Oklahoma  Health 
Sciences  Center  (Co-sponsored  hy  The  Ameri- 
can Lung  Association  of  Oklahoma), 
Sheraton-Century  Center  Hotel,  Oklahoma 
City,  OK.  For  further  information,  contact 
Robert  McCaffree,  MD,  (405)  271-6173. 

^"Oklahoma  Physician’s  Spring  Re- 
treat,” March  13-20,  1982,  University  of 
Oklahoma  Health  Sciences  Center. 

*"Fourth  Oklahoma  Symposium  on 
Drinking  Behavior  and  Alcoholism,” 
March  19-20,  1982,  University  of  Oklahoma 
Health  Sciences  Center. 

*"Clinical  Problems  in  Ophthalmology,” 

April  3,  1982,  University  of  Oklahoma  Health 
Sciences  Center. 

*For  further  information  call:  Office  of  Con- 
tinuing Medical  Education,  (405)  271-2350.  □ 


AMA  issues  Statement  Opposing 
All  Anti-Abortion  Amendments 

The  American  Medical  Association  (AMA) 
has  submitted  a formal  statement  to  the  Sen- 
ate Judiciary  Committee  opposing  all  propos- 
als now  before  the  committee  to  amend  the 
Constitution  of  the  United  States  to  restrict  or 
prohibit  abortions. 

The  statement  expresses  the  AMA’s  concern 
that  proposed  amendments  to  overturn  the  US 
Supreme  Court’s  1973  ruling  on  abortion  could 
potentially  deny  women  a necessary  medical 
procedure.  It  also  voices  the  AMA’s  objection  to 
establishing  the  "precedent  for  and  the  possi- 
bility of  improper  interference  into  medical 
practice  by  singling  out  a medical  procedure 
for  prohibition  or  restriction  in  the  form  of  a 
constitutional  amendment.” 

The  statement  goes  on  to  point  out  that  a ban 
or  restriction  on  abortions  could  adversely  af- 
fect the  health  and  lives  of  many  women  and 
would  constitute  such  an  invasion  of  privacy 
and  limitation  on  good  medical  practice  as  to 
be  unacceptable.  □ 


Reaction  Timi 


November  20,  1981 

Dr.  Mark  R.  Johnson 
Editor  and  Chief 
Journal  Oklahoma  State 
Medical  Association 
601  N.W.  Expressway 
Oklahoma  City,  OK  73118 

Dear  Dr  Johnson: 

Please  find  enclosed  a letter  in  response  to 
the  editorial  comment  in  the  November  issue 
of  the  Oklahoma  State  Medical  Association 
Journal  entitled,  "Oklahoma  Abortion  Laws 
Revisited.”  If  you  don’t  feel  free  to  publish  this 
letter,  I can  provide  you  with  copies  of  tes- 
timony before  the  United  States  Senate  on  Se- 
nate Bill  158  by  nationally  recognized  physi- 
cians with  positions  other  than  Dr  Boyle,  who 
support  the  Human  Life  Amendment.  In  all 
fairness,  I feel  you  should  publish  all  views  in 
the  medical  community  on  this  very  important 
issue  rather  than  those  few  of  Dr  Boyle’s. 

Thank  you  for  your  kind  consideration. 

Sincerely, 
Curtis  E.  Harris,  MD 
Internal  Medicine  & Endocrinology 

CEH/jls 

Enclosure 


November  20,  1981 

RE:  Cover  Letter 
Dear  Sirs: 

The  article  in  the  November  issue  of  the  Jour- 
nal entitled,  "Oklahoma  Abortions  Laws  Revi- 
sited” was  well-written,  and  I appreciated  the 
opportunity  to  read  the  comments  of  Dr  Joseph 
F.  Boyle.  However,  his  opinions  and  conclu- 
sions do  not  represent  the  whole  membership 
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in  the  AMA.  His  presentation  is  biased  in  sev- 
eral important  ways. 

Less  than  five  percent  of  all  pregnancies  re- 
quire termination  to  protect  the  life  of  the 
mother.  The  vast  majority  of  the  abortions  per- 
formed today  are  for  the  convenience  of  the 
mother,  and  result  in  the  death  of  the  unborn 
fetus.  The  Human  Life  Amendment  and  the 
Human  Life  Act  both  recognize  the  right  of  the 
unborn  child  to  be  protected  from  the  caprici- 
ous will  of  the  mother.  Both  acts  do  provide  for 
the  unusual  circumstance  of  abortion  to  save 
the  life  of  the  mother.  Both  acts  attempt  to 
curb  the  concept  "Abortion  on  Demand.” 

Recent  advances  in  the  intrauterine  treatment 
of  fetal  defects  and  the  increasingly  sophisti- 
cated science  of  Neonatology  further  under- 
score the  rights  of  the  unborn  to  secure  both 
good  medical  care,  and  the  need  for  our  com- 
passionate concern  for  his  or  her  well-being.  If 
abortion  is  too  easy  an  answer  for  social  prob- 
lems, life  will  be  devalued. 

The  recent  Oklahoma  State  Supreme  Court  de- 
cision to  grant  an  abortion  to  a 12-year-old 
rape  victim  is  a case-in-point.  I talked  to  the 
young  girl  prior  to  her  appearance  in  federal 
court  in  an  action  to  vacate  the  lower  court’s 
ruling.  It  was  her  understanding  that  she 
would  die  if  she  didn’t  have  an  abortion.  The 
girl  did  not  want  an  abortion  when  given  an 
accurate  assessment  of  her  health.  However, 
the  judge  in  the  lower  court,  who  originally 
granted  the  abortion,  expressed  dismay  at  her 
decision.  He  felt  that  she  was  too  young  to  be  a 
mother.  Ironically,  he  felt  that  she  was  not  too 
young  to  have  an  abortion.  Neither  the  rights 
of  the  girl  nor  the  unborn  child  weighed  as 
heavily  in  his  mind  as  did  the  "answer”  abor- 
tion provided  to  the  social  problem  of  the  preg- 
nant teenager. 

It  is  my  sincere  prayer  that  the  worth  of  an 
individual  will  continue  to  be  greater  than  that 
of  a social  need,  even  when  that  life  has  little 
apparent  social  value. 

Sincerely, 

Curtis  E.  Harris,  MD 
Internal  Medicine  & Endocrinology 

CEH/jls 


Mark  R.  Johnson,  MD,  Editor-in-Chief 
The  Journal  of  the 

Oklahoma  State  Medical  Association 
601  N.W.  Expressway 
Oklahoma  City,  OK  73118 

Dear  Dr  Johnson: 

In  the  article  "Oklahoma  Abortion  Laws  Re- 
visited,” The  Journal  printed  lengthy  pro- 
abortion testimony  from  Joseph  F.  Boyle,  MD, 
regarding  the  proposed  Human  Life  Statute. 
To  treat  a sensitive  issue  like  abortion  without 
an  attempt  to  balance  it  ignores  the  many  doc- 
tors in  the  OSMA  who  are  sincerely  interested 
in  offering  legal  protection  for  the  unborn  child 
without  sacrificing  compassionate  care  for  the 
woman  with  an  unwanted  pregnancy. 

It  is  important  to  note  that  although  Dr 
Boyle  offered  his  views  before  the  Senate  sub- 
committee as  representative  of  the  AMA,  no 
vote  had  been  taken  of  the  membership,  nor 
even  of  the  House  of  Delegates  of  the  AMA.  At 
this  year’s  meeting  June  7-11  in  Chicago,  re- 
solutions #49  and  #85,  dealing  specifically 
with  this  abortion  legislation,  were  withdrawn 
on  June  7th  before  the  House  of  Delegates 
could  vote  on  the  matter.  The  Board  of  Trus- 
tees then  presumed  to  give  pro-abortion  tes- 
timony before  the  Senate  subcommittee  for  the 
doctors  of  this  country  in  this  most  weighty 
and  controversial  matter. 

The  Journal  needs  to  clarify  this  for  its  read- 
ers and  also  print  the  testimony  of  physicians 
who  favored  legal  protection  from  the  moment 
of  conception  in  their  testimony  before  the  Se- 
nate subcommittee.  Enclosed  is  testimony  from 
these  same  Senate  hearings  by  physicians  im- 
minently well  qualified  to  address  this  issue.  I 
look  forward  to  The  Journal’s  publication  of 
some  of  this  testimony  in  an  issue  in  the  near 
future.  Thank  you  very  much. 

Sincerely, 
Phyllis  Lauringer 

cc:  Harris  D.  Riley,  Jr.,  MD 
Robert  G.  Tompkins,  MD 
James  B.  Pitts,  MD 
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When  Life  Begins:  Testimony  of  Medical  Ex- 
perts before  Senate  Subcommittee  on  Separa- 
tion of  Powers,  April  23-24,  1981. 

I am  Dr  Alfred  Bongiovanni  from  Philadel- 
phia. I am  currently  Professor  of  Pediatrics  and 
of  Obstretics  and  Gynecology  at  the  University 
of  Pennsylvania.  I have  also  been  Professor  of 
Pediatrics  at  the  University  of  Ife  in  Nigeria, 
at  the  University  of  Puerto  Rico  and  Dean  of 
the  Ponce  School  of  Medicine  in  Puerto  Rico. 

I received  my  medical  education  at  the  Uni- 
versity of  Pennsylvania  which  is  a non- 
sectarian private  school.  I have  learned  since 
my  earliest  medical  education  that  human  life 
begins  at  the  time  of  conception.  The  standard 
textbooks  which  were  used  in  the  courses  I 
took,  many  of  them  in  continuous  use  until 
today,  so  state  it.  In  "Human  Embryology”  by 
Bradley  Patten  there  is  contained  a quotation 
from  the  famous  American  biologist  F.  R.  Lil- 
lie. This  pertains  to  the  union  of  the  sperm  and 
the  ovum.  "The  elements  that  unite  are  single 
cells,  each  on  the  point  of  death;  but  by  their 
union  a rejuvenated  individual  is  formed, 
which  constitutes  a link  in  the  early  procession 
of  life.”  And  in  the  book  Developmental 
Anatomy  by  L.  B.  Arey  it  is  stated  that  the 
union  of  the  male  and  female  sex  cell  "defi- 
nitely marks  the  beginning  of  a new  indi- 
vidual.” In  the  Essentials  of  Human  Embryol- 
ogy by  G.  D.  Dodds  it  is  stated  that  "the  fertili- 
zation of  the  egg  marks  the  beginning  of  a new 
individual.”  There  are  many  other  authorita- 
tive texts  which  express  the  same  opinion  but  I 
cite  these  because  they  are  the  ones  which 
have  been  widely  used  throughout  the  United 
States  in  most  of  our  schools  of  medicine. 

And  Shettles  of  Columbia  University  has 
stated  that  "a  new  composite  individual  is 
started  at  the  moment  of  fertilization.  How- 
ever, to  survive  this  individual  needs  a very 
special  environment  for  nine  months  . . . 
there  is  under  normal  development  a living, 
definite  going  concern.  To  interrupt  a preg- 
nancy at  any  stage  is  like  cutting  the  link  of  a 
chain;  the  chain  is  broken  no  matter  where  the 
link  is  cut.”  Gordon  of  the  Mayo  Clinic  has 
written  that,  "from  the  moment  of  fertilization 
when  the  deoxyribose  nucleic  acids  from  the 
spermatozoan  and  the  ovum  come  together  to 
form  the  zygote,  the  pattern  of  the  individual’s 
constitutional  development  is  irrevocably  de- 
termined; . . . True,  environmental  influ- 


ences both  during  the  intrauterine  period  and 
after  birth  modify  the  individual’s  constitution 
and  continue  to  do  so  right  up  until  his  death, 
but  it  is  at  the  moment  of  conception  that  the 
individual’s  capacity  to  respond  to  these  ex- 
ogenous influences  is  established.  Even  at  that 
early  stage  the  complexity  of  the  living  cell  is 
so  great  that  it  is  beyond  our  comprehension.” 
And  listen  to  Hamilton:  "there  are  no  essential 
differences  between  prenatal  and  postnatal  de- 
velopment; the  former  is  more  rapid  and  re- 
sults in  more  striking  changes  in  shape  and 
proportions  but  in  both  the  basic  mechanisms 
are  very  similar  if  not  identical.”  So  too  Lang- 
man  "the  development  of  a human  being  be- 
gins with  fertilization.”  I know  of  no  new 
biologic  evidence  which  would  alter  these 
realizations.  It  is  true  that  in  recent  years  we 
better  understand  the  details  of  the  genetic 
code  but  if  in  the  minds  of  some  this  greater 
knowledge  contradicts  these  biologists,  then  I 
can  only  conclude  that  familiarity  breeds  con- 
tempt and  nothing  more. 

From  the  moment  of  the  union  of  the  sperm 
and  egg  in  human  species  there  is  present  in 
this  single  cell  46  chromosomes.  These  have 
the  entire  genetic  code  which  if  not  interrupted 
will  make  a human  being.  This  single  cell  be- 
gins to  divide  rapidly  and  within  a few  weeks 
assumes  the  recognizable  features  of  man.  The 
heart  begins  to  beat  between  the  18-25th  day 
and  the  electroencephalogram  which  records 
brain  waves  shows  activity  by  40  days.  This 
activity  is  very  much  the  same  measure  that 
we  employ  as  a means  of  determining  the  end 
of  human  life  in  adults.  The  little  human  being 
is  breathing  within  the  uterus  by  11-12  weeks. 
During  these  early  weeks  it  is  of  course  depen- 
dent upon  special  life  support  systems  mainly 
through  the  umbilical  cord,  which  is  a part  of 
the  baby,  but -which  is  attached  to  the  mother. 

By  the  end  of  the  third  month  all  of  the  major 
organs  are  completely  developed  and  during 
the  latter  two-thirds  of  its  life  within  the  womb 
there  is  mostly  a process  of  further  growth.  It  is 
really  not  capable  of  independent  existence 
throughout  these  early  months  nor  after  birth 
at  the  usual  time.  Independent  existence  would 
be  extremely  difficult  in  any  human  subject  be- 
fore at  least  the  age  of  school  attendance.  And 
the  question  of  viability  is  an  ever  changing 
one.  While  in  1950  such  a human  being  born 
before  time  rarely  survived  at  an  age  younger 
than  30  weeks  more  recently  this  has  gradu- 
ally decreased  through  the  introduction  of 
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sophisticated  technical  external  support  sys- 
tems widely  employed  in  all  major  medical 
centers.  But  dependence  continues  well  after 
birth  and  there  has  been  much  written  in  re- 
cent years  about  parental  bonding  in  the  early 
months  after  the  birth  of  a baby  and  its  impor- 
tance on  the  future  development.  This  too  is  an 
important  support  system. 

I do  not  fully  comprehend  the  current  con- 
cept of  personhood  as  used  in  some  circles.  In 
the  notorious  Dred  Scott  decision  it  was  a mat- 
ter of  color.  If  the  issue  is  primarily  one  of 
personhood  then  I submit  that  this  is  not  fully 
achieved  until  late  adolescence.  The  dramatic 
changes  and  the  outpouring  of  "new”  chemical 
signals  at  the  time  of  puberty  is  just  as  amaz- 
ing as  the  multiplication  and  differentiation  of 
the  cells  from  the  single  fertilized  ovum.  The 
complete  man  or  complete  woman  from  the 
physical  as  well  as  intellectual  and  emotional 
point  of  view  is  not  achieved  until  the  second 
decade  of  life.  The  public  realization  of  this  in- 
completeness prior  to  these  events  reflects  it- 
self in  many  ways  in  our  society  such  as  the 
legal  age  at  which  one  may  vote  or  engage  in  a 
certain  number  of  other  activities. 

Within  a couple  of  years  after  the  termina- 
tion of  the  first  decade  of  life  certain  dramatic 
events  occur  by  way  of  the  sudden  secretion  of 
homones  from  the  central  nervous  system,  the 
pituitary  gland  and  the  sex  glands  that  bring 
about  the  final  and  very  rapid  rate  of  growth  of 
the  body  together  with  the  secondary  sexual 
characteristics  which  denote  the  complete  for- 
mation of  the  man  or  woman.  But  these  very 
events  in  fact  have  their  inception  within  a few 
days  after  the  egg  is  fertilized  when  it  implants 
itself  into  the  uterus  of  the  mother.  A few 
hundred  cells  at  that  point  manufacture  a 
number  of  hormones  one  of  which  is  so  high  as 
to  constitute  a reliable  test  for  pregnancy.  The 
fertilized  egg  produces,  even  before  implanta- 
tion into  the  uterus,  a large  hormone  called 
chorionic  gonadotropin  (F.  Haour  & B.  B.  Sax- 
ena.  Science:  185:  444,  1974).  This  substance 
plays  an  important  role  in  assuring  continued 
survival  of  the  conceptus  within  the  uterus. 
This  it  does  by  maintaining  the  corpus  luteum 
of  the  mother  which  secretes  progesterone  dur- 
ing the  first  few  weeks  of  pregnancy.  Proges- 
terone in  turn  maintains  the  uterus  in  a recep- 
tive state  so  that  the  fertilized  ovum  is  not  re- 
jected. In  addition,  this  hormone  seems  to  have 
immunosuppressive  actions  which  prevents 
the  maternal  system  from  manufacturing  an- 


tibodies which  would  destroy  it.  Furthermore, 
although  this  same  hormone  is  made  by  the 
early  fertilized  ovum  of  other  mammals,  the 
human  hormone  is  a special  structure  peculiar 
to  our  species  and  indicates  that  the  very  early 
human  embryo  is  manufacturing  a special 
chemical  peculiar  to  mankind  in  order  to  pro- 
tect itself.  Indeed  this  hormone  then  finds  its 
way  from  the  embryo  into  the  mother’s  blood- 
stream and  can  be  detected  there  by  the  9th  or 
10th  day  after  ovulation  — after  6-8  days  after 
fertilization  (Mishell,  D.  R.  et  al.  AM.  J.  Obs- 
tet.  Gynecol.  118:990,  1974;  Catt,  K.  J.  et  al.  J. 
Clin.  Endocrinol.  Metab.  40:  537,  1975).  It 
heralds  the  presence  of  a new  human  being  and 
its  level  in  the  mother  is  employed  in  the  prac- 
tice of  medicine  to  make  the  diagnosis  of  preg- 
nancy in  instances  where  the  mother  with 
problems  of  fertility,  has  submitted  to  special 
procedures  to  bring  about  pregnancy.  It  is  also 
used  to  make  an  early  diagnosis  of  pregnancy 
by  those  desirous  of  terminating  the  new  life  at 
an  early  stage.  But  it  remains  an  announce- 
ment of  the  new  being  expressing  itself  in 
specific  biochemical  terms.  Admittedly,  to  the 
eye  at  this  early  stage  the  congregation  of  cells 
does  not  yet  resemble  a human  being.  But  it  is 
all  there,  the  essence  of  human  life.  And  the 
very  genetic  code  which  identifies  this  as  a new 
human  life  is  present  from  the  moment  of  con- 
ception. I am  no  more  prepared  to  say  that 
these  early  stages  represent  an  incomplete 
human  being  than  I would  be  to  say  that  the 
child  prior  to  the  dramatic  events  of  puberty 
which  I have  outlined  is  not  a human  being. 
This  is  human  life  at  every  stage  albeit  incom- 
plete until  late  adolescence. 

Over  the  years  my  own  special  areas  of  in- 
terest in  medical  research  have  been  concerned 
with  diseases  due  to  improper  manufacture  of 
certain  of  these  hormones.  Some  of  the  diseases 
which  I have  studied  begin  during  fetal  life  and 
some  of  them  lead  to  minor  malformations 
which  today  are  readily  and  easily  correctable. 
They  are  fully  compatible  with  a normal  life 
and  less  of  a burden  than  diabetes,  one  of  the 
most  common  diseases  of  mankind.  And  in  cer- 
tain other  disorders  of  the  hormones  the  prob- 
lem arises  later  in  life  and  may  result  in  the 
failure  of  the  final  and  rapid  physical  growth 
together  with  the  failure  of  sexual  develop- 
ment which  does  not  begin  until  well  after  the 
tenth  year  of  life.  Individuals  exhibiting  this 
failure  are  often  not  given  medical  attention 
until  fifteen  or  twenty  years  of  life.  In  one 
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biologic  sense  they  are  not  completely  formed 
but  they  are  unquestionably  living  human  be- 
ings just  as  is  the  fertilized  ovum  which  has 
before  it  a certain  number  of  tasks  to  accomp- 
lish in  order  to  assume  the  full  physical  form  of 
human  life  as  we  recognize  it  within  the  re- 
stricted sense  of  grossly  identifiable  full  de- 
veloped body  structure.  But  the  human  life  is 
there  at  all  times  in  its  very  essence,  despite 
the  enormity  of  the  problems  for  the  individual 
who  at  this  late  stage  after  birth  is  without  the 
manifestations  of  complete  manhood  or 
womanhood.  Each  stage  then  from  fertiliza- 
tion, through  embryonic  differentiation,  in- 
fancy, childhood  and  on  into  adolescence  is 
human  life  "on  the  march.”  Anything  before 


this  final  stage  might  represent  an  incomplete 
human  being.  But  I submit  that  human  life  is 
present  throughout  this  entire  sequence  from 
conception  to  adulthood  and  that  any  interrup- 
tion at  any  point  throughout  this  time  consti- 
tutes a termination  of  human  life.  I therefore 
subscribe  to  the  conclusions  of  the  First  Inter- 
national Conference  on  Abortion  held  in 
Washington,  DC  in  1967  wherein  it  was 
stated  "the  majority  of  our  group  find  no  point 
in  time  between  the  union  of  sperm  and  egg,  or 
at  least  the  blastocyst  stage  and  the  birth  of  an 
infant  at  which  point  we  could  say  that  this  is 
not  human  life  . . . the  changes  occuring  be- 
tween implantation,  a six  weeks  embryo,  a six 
months  fetus,  a one  week  old  child  or  a mature 
adult  are  merely  stages  of  development  and 
maturation”.  CH 
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tions available  in  metropolitan,  rural  and  re- 
creational areas.  Flexible  scheduling  allowing 
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First  Qass 
First  Aid 


Broad-spectrum  antibacterial  Ij  • Handy  applicator  tip 


DESCRIPTION;  Each  gram  contains:  Aerosporin*  (Polymyxin  B Sulfate)  5,000  units, 
bacitracin  zinc  400  units,  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base): 
special  white  petrolatum  qs:  in  tubes  of  1 oz  ana  'A  oz  and  V32  oz  (approx.)  foil  packets. 
INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated),  for 
topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in:  • infected 
burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary  pyodermas  (impetigo, 
ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily  infected  dermatoses  (eczema,  herpes, 
and  seborrheic  dermatitis)  • traumatic  lesions,  inflamed  or  suppurating  as  a result  of 
bacterial  infection.  Prophylactically  the  ointment  may  be  used  to  prevent  bacterial  contami- 
nation in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 
permit  wound  healing 

CONTRAINDICATIONS;  Not  for  use  in  the  eyes  or  in  the  external  ear  canal 
if  the  eardrum  is  perforated.  This  product  is  contraindicated  in  those  individuals 
who  have  shown  hypersensitivity  to  any  of  its  components. 

WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due 
to  neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive  ^ 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of  neo-  »mc_ 
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Burroughs  Wellcome  Co. 
Research  Triangle  Park 
North  Carolina  27709 


mycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is  affected, 
especially  if  the  patient  has  Impaired  renal  function  or  is  receiving  other  aminoglycoside 
antibiotics  concurrently,  not  more  than  one  application  a day  is  recommended. 

When  using  neomycin-containing  products  to  control  secondary  infection  in  the  chronic 
dermatoses,  it  should  be  borne  in  mind  that  the  skin  is  more  liable  to  become  sensitized  to 
many  substances,  including  neomycin.  The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry  scaling  and  itching:  it  may  be  manifest  simply 
as  a failure  to  heal.  During  long-term  use  of  neomycin-containing  products,  periodic  exami- 
nation for  such  signs  is  advisable  and  the  patient  should  be  tola  to  discontinue  the  product 
if  they  are  observed.  These  symptoms  regress  quickly  on  withdrawing  the  medication. 
Neomycin-containing  applications  should  be  avoided  for  that  patient  thereafter. 
PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures 
should  be  taken  if  this  occurs 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Arbcles 
In  the  current  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported  (see  Warning  section). 
Complete  literature  available  on  request  from  Professional  Services  Dept  PML. 
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DALMANE 
30  mg 


DECREASED  TOTAL  WAKE  TIME  EVEN  AFTER  TWO  WEEKS  OF  THERAPY’ 


7.22% 


Chloral  hydrate  Ethchlorvynol 

1000  mg  500  mg 


WITH  AN  UNSURPASSED  RECORD 
OF  EFFICACY  AND  SAFETY 

The  efficacy  of  Dalmane  (flurazepam  HCI/Roche)  has 
been  documented  in  185  studies  involving  9141  pa- 
tients suffering  from  one  or  more  of  the  three  major 
forms  of  insomnia-difficulty  falling  asleep,  staying 
asleep  and  sleeping  long  enough.* 

Relative  safety  was  demonstrated  in  a large  study  of 
2542  hospitalized  medical  patients.  Only  3.1%  of 
these  patients  reported  adverse  reactions-predomi- 
nantly  unwanted  residual  drowsiness.  None  of  the 
'eactions  were  considered  serious  by  attending 
physicians.^ 

FOR  SLEEP  WITHIN  17  MINUTES" 

AND  NO  WORSENING  OF  SLEEP 
ON  DISCONTINUATION 

Rapid  sleep  induction,  within  17  minutes  on  average, 
sets  the  stage  for  insomnia  relief.  And,  after  discontinu- 
ation of  Dalmane  for  periods  ranging  up  to  14  nights, 
no  worsening  of  sleep  compared  with  baseline 
/^as  observed.* 

Should  insomnia  recur,  the  patient  may  require  guid- 
ance in  setting  up  a regular  sleep  program  to  help 


Glutethimide 
500  mg 


provide  the  optimum  environment  for  the  onset  of 
natural  sleep.  If  hypnotic  therapy  is  required,  it  should 
be  given  for  the  shortest  time  at  the  lowest  effective 
dose  to  achieve  the  desired  goal. 

Consider  other  medications  the  patient  may  be  taking 
(including  alcoholic  beverages)  and  be  aware  of 
possible  drug  interactions.  Please  note  that  patients 
should  be  treated  for  underlying  physical  or  psycho- 
logical factors  before  therapy  with  a sleep  medication 
is  undertaken. 

DALMANEc 

flurazepam  HCI/Roche 

THE  STANDARD  OF  HYPNOTIC  EFFICACY 
FROM  THE  LEADER  IN  SLEEP  RESEARCH 

Please  see  reverse  side  for  a summary 
of  product  information. 


SLEEP-SPECIFIC 

DALMANE*€ 

flurazepam  HCI/Roche 

One  15-mg  capsule  h.s. -recommended  initial  dosage 
for  elderly  or  debilitated  patients. 

One  30-mg  capsule  b.s. -usual  adult  dosage 
(15  mg  may  suffice  m some  patients) 

THE  STANDARD  FOR  HYPNOTIC  EFFICACY 
WITH  IMPORTANT  ADDED  BENEFITS 

• Well  tolerated^ 

• No  chemical  interference  with  many  commonly  ordered 
laboratory  tests,  including  triglycerides,  uric  acid,  glucose. 
SGOT,  alkaline  phosphatase  and  total  protein^^  (See  adverse 
reactions  section  of  complete  product  information.) 

• Compatible  with  chronic  warfarin  therapy:  no  unacceptable 
fluctuation  in  prothrombin  time  reported'® 

UNLIKE  NONSPECIFIC  MEDICATIONS 
USED  FOR  SLEEP 

Tricyclic  antidepressants 

-which  are  not  sleep  specific,®  yet  are  sometimes  used  in 
nondepressed  patients  for  sleep 
-which  can  cause  transient  insomnia  in  the  elderly'® 

-which  can  require  careful  monitoring  in  cardiovascular 
patients'® 

-which  have  strong  anticholinergic  effects'® 

Antihistamines 

-which  are  not  reliable  sleep-inducing  agents" 

-which  may  produce  stimulation  instead" 

-which  have  anticholinergic  effects  ’ 

Major  tranquilizers 

-whose  side  effects  may  be  troublesome  for  nonpsychotic 
patients'^ 

-where  tolerance  for  sedation  appears  rapidly'^ 

Dalmane  does  not  cause  significant  worsening  of  sleep 
beyond  baseline  levels  upon  discontinuation." 

References:  1.  Kales  A et  ai  J Chn  Pharmacol  77:207-213.  Apr  1977  2.  Data  on  file.  Medical 
Department.  Hoffmann-La  Roche  Inc  . Nulley  NJ  3.  Greenblatt  DJ  Allen  MD  Shader  Rl  Chn 
Pharmacol  Ther  21  355*361.  Mar  1977  4.  Kales  A,  er  al  Chn  Pharmacol  Ther  18  356-363.  Sep 
1975  5.  Moore  JD  Weissman  L J Chn  Pharmacol  76  241-244  May-Jun  1976  6.  Spiegel  HE 
Data  on  file,  Medical  Department.  Hoffmann-La  Roche  Inc  . Nutley  NJ  7.  Robinson  DS. 
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Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  fallinc 
asleep,  frequent  nocturnal  awakenings  and  or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  habits;  in  acute  or  chronic 
medical  situations  requiring  restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights  of  administration.  Since 
insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  general!' 
not  necessary  or  recommended.  Repeated  therapy  should  only  be  undertaken 
with  appropriate  patient  evaluation. 

Contraindications:  Known  hypersensitivity  to  flurazepam  HCI;  pregnancy. 
Benzodiazepines  may  cause  fetal  damage  when  administered  during  pregnancy 
Consider  possibility  of  pregnancy  when  instituting  therapy:  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  pregnant. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants.  An  additive  effect  may  occur  if  alcohol  is  consumed 
the  day  following  use  for  nighttime  sedation.  This  potential  may  exist  for  several 
days  following  discontinuation.  Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery,  driving).  Potential 
impairment  of  performance  of  such  activities  may  occur  the  day  following 
ingestion.  Not  recommended  for  use  in  persons  under  15  years  of  age. 

Though  physical  and  psychological  dependence  have  not  been  reported  on 
recommended  doses,  abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication  for  a prolonged  period  of 
time.  Use  caution  in  administering  to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is  recommended  that  the 
dosage  be  limited  to  15  mg  to  reduce  risk  of  oversedation,  dizziness,  confusion 
and  or  ataxia.  Consider  potential  additive  effects  with  other  hypnotics  or  CNS 
depressants.  Employ  usual  precautions  in  severely  depressed  patients,  or  in 
those  with  latent  depression  or  suicidal  tendencies,  or  in  those  with  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness,  staggering,  ataxi. 
and  falling  have  occurred,  particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably  indicative  of  drug 
intolerance  or  overdosage,  have  been  reported.  Also  reported:  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  constipation,  Gl  pain, 
nervousness,  talkativeness,  apprehension,  irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating,  flushes,  difficulty  in 
focusing,  blurred  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  salivation,  anorexia 
euphoria,  depression,  slurred  speech,  confusion,  restlessness,  hallucinations, 
and  elevated  SGOT  SGPT  total  and  direct  bilirubins,  and  alkaline  phosphatase; 
and  paradoxical  reactions,  e.g.,  excitement,  stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 

Adults:  30  mg  usual  dosage:  15  mg  may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  recommended  initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCI. 


ROCHE  PRODUCTS  INC 
Manati.  Puerto  Rico  00701 


TWO  TYPES  OF  INSURANCE  PROMISES: 


1.  A clatms-made  policy  will  protect  your  practice 
for  only  one  year. 

2.  PLICO’s  occurrence  policy  will  outlast  your 
professional  career! 


Beware  of  the  so  called  claims-made  professional  liability 
policy.  By  its  nature,  the  coverage  is  promised  for  only 
one  year.  An  occurrence  policy  — like  PLICO’s  — has 
lasting  value  you  can  count  on. 

For  example,  a claims-made  company  will  defend  you 
and  pay  claims  only  if  they  are  reported  while  the  policy  is 
in  force  — a year-to-year  form  of  insurance  insecurity. 
And  what  if  you  quit  the  company  or  it  quits  you?  Then 
you  have  to  breathe  new  life  into  the  insuring  agreement 
by  paying  one,  two  or  three  times  the  annual  premium 
just  to  have  the  privilege  of  reporting  claims  which  may 
come  to  light  only  after  the  policy  has  expired.  Another 
bad  feature  of  “claims-made”  insurance  is  that  some 
physicians  may  be  beguiled  into  buying  it  through  a 
deceptively-priced  “introductory”  premium,  only  to  dis- 
cover that  they  are  automatically  programmed  for  rate 
increases  over  the  next  four  years. 

By  contrast,  the  occurrence  policy  of  PLICO  is  on  your 
case  for  all  professional  services  you  perform  during  the 
policy  period  — regardless  of  when  the  claims  are  known 
and  reported!  There  are  no  “automatic”  rate  increases  at 
PLICO.  True  Oklahoma  loss  experience  always  governs 
its  cost. 

So,  doctor,  you  can  buy  professional  liability  insurance  by 
the  year  or  by  the  career.  The  career-oriented  PLICO 
policy  is  obviously  superior.  And  you  have  a promise  from 
us  that  the  real  cost  of  your  insurance  will  be  revealed 
up-front  — no  extra-buck  surprises  for  you  later  on. 


720  N.W.  50th  Street  • Box  18171  • Oklahoma  City  73154 


Insurance  Company 
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I Now 
Pronounce 
You  Man 
and  Device 


Medicine  and  business  are  finally  united  in  an  easy  to  use  office 
system  which  increases  productivity  and  efficiency.  Many  physicians 
have  already  discovered  our  time-share  system,  and  they’re  saving  time 
. . . and  money.  Make  your  medical  business  as  good  as  your  medicine. 

DflTflTEK 

Office  Systems,  Inc. 

818  N.W.  63rd,  Oklahoma  City,  OK  73116 

405-843-7323 
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BOOTS 


Burroughs  Wellcome 


300  mg 


100  mg 


ZYLOPRIM  tablets 

(allopurinol) 


Boots 


LOPURIN"^  tablets 

(allopurinol) 


100  mg 


300  mg 


LOPURIN 

Allopurinol  / Boots 


® 


Lopurin " is  a product  of  Boots  Pharmaceuticals,  Inc.,  a subsidiary 
of  Boots  Co.  Ltd.  of  Nottingham,  England,  one  of  the  world's 
largest  health-care  companies— over  S2.5  billion  in  sales 

BOOTS  PHARMACEUTICALS,  INC. 

Shreveport.  Louisiana  71106 

Pioneers  in  medicine  for  the  family 


l'()42 


‘RefcrcriL'c:  I4SI  Americ  an  Dnmaisl  lUue  Hook 
I «2 


Priiilcil  in  I '.S.  A. 
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Liquid  Tonic  | 

A Tonic  for  Geriatric  Patients  1 


A pleasant  tasting  tonic  containing  iron,  vitamins,  minerals, 
and  an  anadeptic.  Ideal  for  those  who  may  benefit  from  vitamin 
deficiency  prevention.  Just  one  tablespoon  before  each  meal. 


DESCRIPTION  Forly-five  milliliters  ol  SU-TON  contains  the  tollowing  ingredients  Pentylenetetrazol. 
30  mg  • Niacin,  50  mg  • Vitamin  B-1 . 10  mg  • Vitamin  B-2,  5 mg  • Vitamin  B-6,  1 mg  • Vitamin 
B-12.  3 meg  • Manganese  (as  Manganese  Sulfate).  1 mg  • Magnesium  (as  Magnesium  Sulfate).  2 
mg  • Zinc  (as  Zinc  Sulfate).  1 mg  • Iron  (as  Ferric  Pyropfiosphate.  Soluble).  22  mg  • Alcohol.  18% 
INDICATIONS  AND  USAGE  SU-TON  contains  pentylenetetrazol  which  may  be  helpful  in  the  older 
patient  as  an  analeptic  agent  when  mental  confusion  and  memory  detects  are  present  SU-TON  also 
contains  vitamins,  trace  minerals,  and  Iron,  tor  those  patients  who  may  benefit  by  preventing  the 
development  of  a deficiency 

CONTRAINDICATIONS  Epilepsy,  convulsive  disorders  or  known  history  of  sensitivity  to  any  of  the 
listed  active  ingredients 

(WARNINGS  The  safety  of  this  preparation  during  pregnancy  and  lactation  has  not  been  established 
Use  of  this  drug  reguires  that  the  physician  evaluate  the  potential  benefits  of  the  drug  against  any 
possible  hazard  to  the  mother  and  child 

PRECAUTIONS  Although  there  are  no  absolute  contraindications  to  pentylenetetrazol,  it  should  be 
used  with  caution  in  epileptic  patients  or  those  known  to  have  a low  convulsive  threshold  or  a focal 
brain  lesion  Caution  should  be  exercised  when  treating  patients  with  high  doses  of  SU-TON  who 
have  heart  disease  While  pentylenetetrazol  does  not  act  directly  on  the  myocardium,  the  results 
from  central  vagal  stimulation  could  cause  bradycardia 


ADVERSE  REACTIONS  Pentylenetetrazol  in  high  doses  may  produce  loxic  symptoms  typical  o' 
central  nervous  system  stimulants,  which  act  on  the  higher  motor  centers  and  the  spinal  cord] 
Convulsions  resulting  from  this  drug  are  spontaneous  and  are  not  induced  by  external  stimuli  TheJ 
usually  last  for  several  minutes  and  are  followed  by  profound  depression  and  respiratory  paralysis  1 
Death  has  been  reported  from  the  ingestion  ot  10  grams  of  pentylenetetrazol  ' 

DRUG  ABUSE  Drug  dependence  has  not  been  reported  with  SU-TON 
OVER  DOSAGE  Signs  and  symptoms  of  acute  overdose  may  be  due  principally  from  overstimulation  o' 
the  central  nervous  system  and  from  excessive  vasodilatation  with  resulting  autonomic  nervous 
system  imbalance  The  symptoms  may  include  the  following  vomiting,  agitation,  tremors,  hyper- 
reflexia,  sweating,  contusion,  hallucinations,  headache,  hyperpyrexia  tachycardia  Treatmem 
consists  ot  appropriate  supportive  measures  It  signs  and  symptoms  are  not  too  severe  and  the 
patient  is  conscious  gastric  evacuation  may  be  accomplished  by  induction  ol  emesis  or  gastric 
lavage  Intensive  care  must  be  provided  to  maintain  adequate  circulation  and  respiratory  exchange 
DOSAGE  AND  ADMINISTRATION  One  tablespoontul  (15  ml)  3 times  a day  20-30  minutes  before 
meals  This  drug  is  not  for  use  in  children  under  12  years  of  age 

HOW  SUPPLIED  Bottles  ol  473  ml  (16  tl  oz  ) NOC  0524-1015-K 

Federal  law  prohibits  dispensing  without  prescription  February  1982 

MANUFACTURED  & DISTRIBUTED  BY  j 


The  symptoms  are  common.  Missing  receipts. 
Overdue  invoices.  Neglected  insurance  forms.  And, 
worst  of  all,  a lot  of  precious  time  spent  on  paperwork 
that  could  otherwise  be  devoted  to  patient  care. 

The  cure;  A Commodore  desktop  computer.  In- 
cluding diskdrive,  letter  quality  printer,  and  complete 
medical  accounting  and  word  processing  systems. 

For  a modest  investment,  you  get  all  the  features  of  a 
sophisticated  and  versatile  business  computer  that  can 
do  virtually  all  your  paperwork  in  a fraction  of  the 
time  it  takes  you  now. 

Commodore’s  Medical  Accounting  System 

(MAS)*,  for  example,  can  provide  you  with  a fast, 
flexible  accounting  and  bookkeeping  system  that’s  as 
easy  to  use  as  it  is  cost  effective.  Automating  your 
receivables,  invoicing,  aging  of  payables,  and  re- 
venue analyses.  MAS  can  also  generate  end-of-the- 
month  “Superbills”  as  well  as  standard  insurance  and 
Medicare  forms.  And  it  gives  you  a thorough  over- 
view of  your  office  activities  through  a series  of 
reports  ranging  from  diagnostics  to  referrals. 

And  with  our  word  processing  programs,  your 
Commodore  computer  is  versatile  enough  to  be  used 
whenever  you’d  normally  use  a typewriter.  For 
memos.  Reports.  Correspondence.  Proposals.  In 
seconds,  you  can  delete,  insert,  rearrange  para- 
graphs, even  revise  as  many  times  as  necessary.  With 
no  time  wasted  typing  multiple  drafts. 

If  all  that  time  saved  on  paperwork  is  used  to  take 
on  additional  patients,  just  think  how  quickly  your 
Commodore  computer  will  pay  for  itself,  many 
times  over. 

Your  Commodore  computer  can  be  expanded  to 

meet  the  needs  of  a growing  office.  And  Commodore 
dealers  throughout  the  country  offer  prompt  local 
service.  Visit  your  Commodore  dealer  for  a hands-on 
demonstration  of  the  Commodore  computer  that  does 
so  much,  so  easily,  at  such  a low  cost. 

1 Medical  Accounting  System  was  created  by  Cimarron  Corp. 


“MEDICAL  ACCOUNTING  PLUS 
WORD  PROCESSING  FOR  UNDER 
$6,50a  FROM  COMMODORE.” 

—WILLIAM  SHATNER 


ik 


Address 


"ommodore  Computer  Systems  me 

681  Moore  Road,  King  of  Prussia,  PA  19406 

□ Please  send  me  more  information  on  the  MAS  System. 

Name 


commodore 

COMPUTER 


Candidates  for 

nutritional  therapy... 


* 


10,000,000 

alcoholics.  Ethanol  may 

produce  many  effects  that 
together  bring  about  nutritional 
deficiencies,  so  that  alcoholism 
affects  nutrition  at  many  levels.’ 


25,500,000  geriatric 

patients.  The  older  patient 
may  have  some  disorder  or  socio- 
economic problem  that  can 
undermine  good  nutrition.^ 


23,500,000  surgical! 

patients.  Nutritional  statusjP 

can  be  compromised  by  the 
trauma  of  surgery;  and  some 
operations  interfere  with  the 
ingestion,  digestion  and  absorp- 
tion of  food.^ 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Each  Bcrocca®  Plus  tablet  contains  5(X)0  lU 
vitamin  A (as  vitamin  A acetate).  30  lU 
vitamin  E (as  (//-alpha  tocopheryl  acetate), 
500  mg  vitamin  C (ascorbic  acid),  20  mg 
vitamin  B,  (as  thiamine  mononitrate), 

20  mg  vitamin  Bi  (riboflavin),  100  mg 
niacin  (as  niacinamide),  25  mg  vitamin  B^ 
(as  pyridoxine  HCl),  0.15  mg  biotin,  25  mg 
pantothenic  acid  (as  calcium  pantothe- 
nate), 0.8  mg  folic  acid,  50  meg  vitamin  B|i 
(cyanocobalamin),  27  mg  iron  (as  ferrous 
fumarate),  O.I  mg  chromium  (as  chromium 
nitrate),  50  mg  magnesium  (as  magnesium 
oxide),  5 mg  manganese  (as  manganese 
dioxide),  3 mg  copper  (as  cupric  oxide), 
22.5  mg  zinc  (as  zinc  oxide). 


Indications:  Prophylactic  or  therapeutic 
nutritional  supplementation  in  physio- 
logically stressful  conditions,  including 
conditions  causing  depletion,  or  reduced 
absorption  or  bioavailability  of  essential 
vitamins  and  minerals;  certain  conditions 
resulting  from  severe  B-vitamin  or  ascor- 
bic acid  deficiency;  or  conditions  resulting 
in  increased  needs  for  essential  vitamins 
and  minerals. 

Contraindications:  Hypersensitivity  to 
any  component. 

Warnings:  Not  for  pernicious  anemia  or 
other  megaloblastic  anemias  where  vita- 
min B|2  is  deficient.  Neurologic  involve- 
ment may  develop  or  progress,  despite 
temporary  remission  of  anemia,  m patients 
with  vitamin  B|2  deficiency  who  receive 
supplemental  folic  acid  and  who  are  inade- 


quately treated  with  B|2. 

I^ecautions:  General:  Certain  conditions  I 
may  require  additional  nutritional  supple- 
mentation. During  pregnancy,  supplemen  - 
tation with  vitamin  D and  calcium  may  be) 
required.  Not  intended  for  treatment  of 
severe  specific  deficiencies.  Information 
for  the  Patient:  Toxic  reactions  have  been  ' 
reported  with  injudicious  use  of  certain 
vitamins  and  minerals.  Urge  patients  to 
follow  specific  dosage  instructions.  Keep 
out  of  reach  of  children.  Drug  and  Treat- 
ment Interactions:  As  little  as  5 mg  pyri- 
doxine daily  can  decrease  the  efficacy  of 
levodopa  in  the  treatment  of  parkinson- 
ism. Not  recommended  for  patients 
undergoing  such  therapy. 

Adverse  Reactions:  Adverse  reactions  havl 
been  reported  with  specific  vitamins  and 


The  incalculable 
millions  on  calorie- 
reduced  diets.  Patients 

ingesting  1000  or  fewer  calories  per 
day  could  be  at  high  risk  because 
this  intake  may  not  supply  most 
nutrients  in  adequate  amounts 
without  supplementation.^ 


5000,000  hospital 
fitients  with 

i fections.'*  Many  are  ano- 

p ic  and  may  have  a markedly 
ruced  food  intake.  Supplements 
a often  provided  as  a prudent 
nasure  because  the  vitamin  sta- 
t of  critically  ill  patients  cannot 
breadily  determined.^ 


Berocca  Plus 

A balanced  formula 
for  prophylactic  or 
therapeutic  nutritional 
supplementation. 

Berocca  Plus  Tablets  provide: 
therapeutic  levels  of  ascorbic  acid 
and  B-complex  vitamins;  supple- 
mental levels  of  biotin,  vitamins 
A and  E,  and  five  important  min- 
erals (iron,  chromium,  manganese, 
copper  and  zinc);  plus  magne- 
sium. Berocca  Plus  is  not  intended 
for  the  treatment  of  specific  vita- 
min and/or  mineral  deficiencies. 

Berocca  Plus, 

highly  acceptable  to 

patients,  has  virtually  no  odor 
or  aftertaste  and  is  economical. 
And  its  “Rx  only”  status  means 
more  physician  involvement,  bet- 
ter patient  compliance. 

References:  1.  Shaw  S,  Liebcr  CS:  Nutrition 
and  alcoholism,  chap.  40.  in  Modern  Nutri- 
tion in  Health  and  Disease,  edited  by  Good- 
hart  RS,  Shils  ME.  Philadelphia,  Lea  & 
Febiger.  1980.  pp.  1220,  1237.  2.  Watkin 
DM:  Nutrition  for  the  aging  and  the  aged, 
chap.  28,  in  Modern  Nutrition  in  Health  and 
Disease,  op.  cit..  p.  781.  3.  Shils  ME.  Ran- 
dall HT:  Diet  and  nutrition  in  the  care  of 
the  surgical  patient,  chap.  36.  in  Modern 
Nutrition  in  Health  and  Disease,  op.  cit., 
pp.  1084,  1089,  1114.  4.  Dixon  RE:  Ann 
Intern  Med  89  (Part  2):  749-753,  Nov  1978. 

5.  Committee  on  Dietary  Allowances, 
National  Research  Council:  Recommended 
Dietary  Allowances,  ed  9.  Washington. 
National  Academy  of  Sciences,  1980.  p.  13. 


I erals,  but  generally  at  levels  substan- 
jily  higher  than  those  in  Berocca  Plus, 
■wever.  allergic  and  idiosyncratic  reac- 
' IS  are  possible  at  lower  levels.  Iron, 

' n at  the  usual  recommended  levels, 
been  associated  with  gastrointestinal 
ilerance  in  some  patients. 

•age  and  Administration:  Usual  adult 
age:  one  tablet  daily.  Not  recom- 
nded  for  children.  Available  on  pre- 
ption  only. 

w Supplied:  Golden  yellow,  capsule- 
ped  tablets — bottles  of  100. 

'CHE  LABORATORIES 
'ision  of  Hoffmann-La  Roche  Inc. 
tfey.  New  Jersey  07110 


candidates  for 


THE  MULTIVITAMIN/MINERAL  FORMULATION 


Have  the  new  pension  laws  got  you  down? 
Why  employ  when  you  can  lease? 


Staff  leasing  will  reduce  your  taxes  and  increase  your  net  earnings 


Your  staff  will  enjoy  superior 
employee -benefits 

• medical  insurance 

• maternity  benefits 

• dental  insurance 

• life  insurance 

• pension  retirement 

• professional  liability  insurance 

• and  more 


Free  yourself  to  select  a benefit 
package  (retirement,  medical  ex- 
pense reimbursement,  insurance, 
etc.)  which  satisfies  and  covers  only 
yourself  without  being  required  to 
provide  the  same  benefits  to  your 
entire  staff. 


• We  are  not  an  employment  agency. 

• We  provide  full-time  staffs  for  clinics,  group  practices  and  sole 
practitioners. 

• We  will  either  hire  your  existing  employees  and  lease  them  back 
to  you  or  hire  new  employees  who  are  acceptable  to  you. 

• We  will  save  you  money,  time  and  effort.  You  merely  write  one 
check  a month  and  we  do  all  the  rest. 

• Our  fee  will  be  significantly  less  than  your  present  employee  cost. 


c ^ 

Our  staff  leasing  arrangement  is  also  the  solution  for  clinics  and  group 
practices  which  may  be  in  violation  of  the  new  pension  laws 

\ J 


STAFF  LEASING,  INC. 

The  Staff  Leasing  Company 


IN  TEXAS  CALL 
(214)  343-8682 


IN  OKLAHOMA  CALL 
(405)  943-3310 


POST  OFFICE  BOX  31207 
DALLAS,  TEXAS  75231 


POST  OFFICE  BOX  12373 
OKLAHOMA  CITY,  OKLAHOMA  73157 


XX 


Oklahoma  State  Medical  Association 


Compared  to  amoxicillin 


Faster  peak.  Fewer  problems. 


. . .in  infants  and  children 

Cyclapen®-W  (cyclacillin)  produces 
twice  the  peak  serum  concentration* 
(15.6  meg /ml  versus  7.3  meg /ml)  in 
half  the  time  (30  minutes  versus 
60  minutes).^ 

Cyclapen®-W  is  just  as  effective  in 
otitis  media  and  streptococcal  ton- 
sillopharyngitis^.^ 

Cyclapen®-W  produces  a significantly 
lower  incidence  of  the  most  common 
side  effect,  diarrhea.'^ 

CYOAPEN-W 

(cyclacillin)  Tablets/Suspension 

Rapid  onset  of  action  with  fewer 


side  effects 


•Rapidly  excreted  unchansed  in  urine. 
Clinical  efficacy  may  not  always 
correlate  with  blood  levels. 
tOue  to  susceptible  orsanisms. 

3.  Data  on  file.  Wyeth  Laboratories. 
Copyright  © 1981,  Wyeth  Laboratories. 
All  rights  reserved. 

See  important  information  on 
adjoining  page. 

Wyeth  Laboratories 

I A J Pf’iiadeiphia  Pa  19101 
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Cyclapcn®-W  (cyclacillin) 


Indications 

Cyc/oci//in  has  less  in  vitro  octivity  than  other  drugs  in  the  ampicil- 
lin  doss  and  its  use  should  be  confined  fo  these  indications.-  Treat- 
ment of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  ond  pharyngitis  coused  by  Group  A beta- 
hemolytic  streptococci 

Bronchitis  and  pneumonia  caused  by  S.  pneumoniae  (for- 
merly D.  pneumoniae) 

Otitis  media  caused  by  S.  pneumoniae  (formerly  0.  pneu- 
moniae) and  H.  influemoe 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H. 
influenzae  * 

^Though  clinical  improvement  has  been  shown,  bacteriologic 
cures  connot  be  expected  in  oil  patients  with  chronic  respira- 
tory disease  due  to  H.  influenzae. 

SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beto-hemolytic  streptococci  ond  stophylococci,  non- 
penicillinase producers. 

URINARY  TRACT  INFECTIONS  caused  by  E . coli  ond  P.  mirabilis. 
(This  drug  should  not  be  used  in  any  E.  coli  and  P.  mirobilis 
infections  other  than  urinary  tract.) 

NOTE:  Perform  cultures  ond  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  arid  susceptibil- 
ity of  bocteria.  Therapy  may  be  instituted  prior  to  results  of 
sensitivity  testir>g. 

Contraindications  Contraindicated  in  individuals  with  history  of 
on  allergic  reoction  to  penicillins. 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  in- 
dications listed  herein. 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class.  However,  clinical  trials  demonstrated  it  is 
efficacious  for  recommended  indications. 

Serious  and  occasional  fatal  hypersensitivity  (anaphylac- 
toid) reactions  have  been  reported  in  patients  on  penicil- 
lin. Although  anaphylaxis  is  more  frequent  following 
porenteral  use,  it  has  occurred  in  patients  on  oral  penicil- 
lins. These  reactions  are  more  apt  to  occur  in  individuals 
with  history  of  sensitivity  to  multiple  allergens.  There  are 
reports  of  patients  witn  history  of  penicillin  hypersen- 
sitivity reactions  who  experienced  severe  hypersensitivity 
reoctions  when  treated  with  a cephalosporin.  Before  peni- 
cillin therapy,  carefully  inq^uire  about  previous  hypersen- 
sitivity reactions  to  penicillins,  cephalosporins  and  other 
allergens.  If  allergic  reaction  occurs,  discontinue  drug  and 
initiate  appropriate  therapy.  Serious  anaphylactoid  reac- 
tions require  immediate  emergency  treatment  with  epine- 
phrine. Oxygen,  l.V.  steroids,  airway  management, 
including  intubation,  should  also  be  administered  os 
indicatea. 


Precoutions  Prolonged  use  of  antibiotics  may  oromote  over- 
growth of  nonsusceptible  organisms.  If  superinfection  occurs, 
take  appropriate  measures. 

PREGNANCY:  Pregnancy  Category  B.  Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  dose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin.  There  are,  however,  no  adequote  and  well-con- 
trolled studies  in  pregnant  women.  Because  animal  reproduction 
studies  ore  not  always  predictive  of  human  response,  use  this 
drug  during  pregnoncy  only  if  clearly  needed. 

NURSING  MOTHERS:  It  is  not  known  whether  this  drug  is  ex- 
creted in  human  milk.  Becouse  many  drugs  are,  exercise  caution 
when  cyclacillin  is  given  to  o nursing  womon. 

Adverse  Reactions  Oral  cyclacillin  is  generally  well  tolerated. 
As  with  other  penicillins,  untoward  sensitivity  reactions  ore  likely, 
porticulariy  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergy,  osthma,  hoy  fever,  or 
urticaria.  Adverse  reoctions  reported  witn  cyclacillin:  diarrhea  (in 
opproximotely  1 out  of  20  patients  treated),  nausea  ond  vomiting 
(in  opproximotely  1 in  50),  ond  skin  rosh  (in  opproximotely  1 in 
60).  Isolated  instances  of  heodoche,  dizziness,  abdominol  pain, 
vaginitis,  and  urticaria  hove  been  reported.  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  ond  ore 
reported  with  other  penicillins  ore  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and  eosino- 
philio.  These  reactions  are  usually  reversible  on  discontinuation  of 
therapy. 

As  with  other  semisynthetic  penicillins,  SGOT  elevotions  have 
been  reported. 

As  with  antibiotic  theropy  generally,  continue  treatment  at  leost 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bac- 
terial eradication  is  evidenced.  In  Group  A beta-hemolytic 
streptococcol  infections,  ot  least  10  days'  treatment  is  recom- 
mended to  guard  against  risk  of  rheumatic  fever  or  glomerulone- 
phritis. In  chronic  urinary  tract  infection,  frequent  bacteriologic 
and  clinical  appraisal  is  necessory  during  therapy  and  possibly 
for  several  months  ofter.  Persistent  infection  moy  require  treot- 
ment  for  several  weeks. 

Cyclocillin  is  not  indicoted  in  children  under  2 months  of  age. 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  odministered 
to  patients  with  reduced  renal  function.  Due  to  prolor>ged  serum 
half-life,  patients  with  various  degrees  of  renal  impairment  mm 
require  change  in  dosage  level  (see  DOSAGE  AND  ADMINIS- 
TRATION in  pockoge  insert). 

Dosage  (Give  in  equolly  spoced  doses) 


INFECTION 

Respiratory 

Tract 

ADULTS 

CHILDREN* 

Tonsillitis  & 

250  mg  q.i.d. 

body  weight  < 20  kg 
(44  lbs)  1 25  mg  q.  i.d. 
body  weight  > 20  kg 

(44  lbs)  250  mg  q.i.d. 

Pharyngitis 

Bronchitis  and 
Pneumonic 

Mild  or 

Moderote 

Infections 

250 mg  q.i.d. 

50  mg/kg/doy  q.i.d. 

Chronic 

Infections 

500  mg  q.i.d. 

100  mg/kg/doy  q.i.d. 

Otitis  Medio 

250  mg  to  500  mg 

q.i.d.  ■ 

50  to  100  mg/kg/dayt 

Skin  & Skin 

250  mg  to  500  mg 

50  to  100  mg/kg/doy"^ 

Structures 

q.i.d.T 

Ufinory  Troct 

500  mg  q.i.d. 

100  mg/kg/day 

*Dosoge  should  not  result  in  a dose  higher  than  that  for  adults, 
depending  on  severity 

How  Supplied  Toblets  250  mg  ond  500  mg  in  bottles  of  100. 
Oral  Suspension  125  mg  and  250  mg  per  5 ml  in  bottles  to  make 
100  ml  and  200  ml  of  Suspension. 


Wyeth 

Lii 


Laboratories 

Philadelphia  Pa  I9i0t 


The  NME 

"establish 

your 

practice" 

benefits 

package: 


*0ver  60  well  equipped  acute 
care  hospitals. 

^Selected  financial  assistance. 

* Management  consulting. 

*An  array  of  professional 
service  skills  and  talents  to 
assist  you. 

* Locations  from  coast 
to  coast. 


If  you're  a Primary  Care  Physician,  call 
for  yours  today. 


For  further  Information,  contact: 

Raymond  C.  Pruitt,  Director  Physician  Relations 

National  Medical  Enterprises 

11620  wiishlre  Bivd.,  Los  Angeles,  California  90025. 

call  Toll-Free  800-421-7470 

or  collect  1213)  479-5526. 


nRTionnb  meoicHL 
enTBRPRises,  inc. 


"The  Total  Health  care  Company.' 

An  Equal  Ooportunitv  Employer  M/F 


DRAMATIC 

NEWCLNCAL 

PROOF' 

In  the  treatment  of  impetigo- 
* 100%  cure  rate  with 

Tfegopen*(cloxacilln  sodium) 

•only  a 60%  cure  rate  with  penicillin  V-K 


I 


As  seen  on 
admission 


After  one  week 
of  penicillin  V-K 
therapy 


Two  weeks  after 
initiation  of 
TEGOPEN  therapy 


Treatment  failure  was  judged  to  have  occurred  when  lesions  increased  in  size  and/or  number  during 
the  initial  week  of  treatment  with  penicillin  V-K.  No  treatment  failures  occurred  with  Tegopen. 


I 


‘Data  on  file,  Bristol  Laboratories. 


Brief  Summary  of  Prescribing  Information 

TEGOPEN* 

(cloxacillin  sodium) 

Capsules  and  Oral  Solution 

For  complete  information,  consult  Official  Package  Circular  (12)  9/11/75 

INDICATIONS: 

Although  the  principal  indication  for  cioxacillin  sodium  is  in  the  treatment  of  infections  due  to 
penicillinase-producing  staphylococci,  it  may  be  used  to  initiate  therapy  in  such  patients  in 
whom  a staphylococcal  infection  is  suspected.  (See  Important  Note  below.) 

Bacteriologic  studies  to  determine  the  causative  organisms  and  their  sensitivity  to  cioxacillin 
sodium  should  be  performed. 

IMPORTANT  NOTE 

\Nhen  it  is  judged  necessary  that  treatment  be  initiated  before  definitive  culture  and  sensitivity 
results  are  known,  the  choice  of  cioxacillin  sodium  should  take  into  consideration  the  fact  that  it 
has  been  shown  to  be  effective  only  in  the  treatment  of  infections  caused  by  pneumococci. 
Group  A beta-hemolytic  streptococci,  and  penicillin  G-resistant  and  penicillin  G-sensitive 
staphylococci  If  the  bacteriology  report  later  indicates  the  infection  is  due  to  an  organism  other 
than  a penicillin  G-resistant  staphylococcus  sensitive  to  cioxacillin  sodium,  the  physician  is 
advised  to  continue  therapy  with  a drug  other  than  cioxacillin  sodium  or  any  other  penicillinase- 
resistant  semi-synthetic  penicillin 


Recent  studies  have  reported  that  the  percentage  of  staphylococcal  isolates  resistant  to 
penicillin  G outside  the  hospital  is  increasing,  approximating  the  high  percentage  of  resistant 
staphylococcal  isolates  found  in  the  hospital.  For  this  reason,  it  is  recommended  that  a 
penicillinase-resistant  penicillin  be  used  as  initial  therapy  for  any  suspected  staphylococcal 
infection  until  culture  and  sensitivity  results  are  known. 

Cioxacillin  sodium  is  a compound  that  acts  through  a mechanism  similar  to  that  of  methicillin 
against  penicillin  G-resistant  staphylococci  Strains  of  staphylococci  resistant  to  methicillin 
have  existed  in  nature  and  it  is  known  that  the  number  of  these  strains  reported  has  been 
increasing  Such  strains  of  staphylococci  have  been  capable  of  producing  serious  disease,  in 
some  instances  resulting  in  fatality  Because  of  this,  there  is  concern  that  widespread  use  of  the 
penicillinase-resistant  penicillins  may  result  in  the  appearance  of  an  increasing  number  of 
staphylococcal  strains  which  are  resistant  to  these  penicillins. 

Methicillin-resistant  strains  are  almost  always  resistant  to  all  other  penicillinase-resistant 
penicillins  (cross-resistance  with  cephalosporin  derivatives  also  occurs  frequently). 
Resistance  to  any  peniciliinase-resistant  penicillin  should  be  interpreted  as  evidence  of  clinical 
resistance  to  all.  in  spite  of  the  fact  that  minor  variations  in  in  vilro  sensitivity  may  be 
encountered  when  more  than  one  penicillinase-resistant  penicillin  is  tested  against  the  same 
strain  of  staphylococcus. 

CONTRAINDICATIONS: 

A history  of  a previous  hypersensilivity  reaction  to  any  of  the  penicillins  is  a contraindication 


RESULTS  OF  ORAL  THERAPY  revealed  a high 
percentage  of  treatment  failures  with  penicillin  V 
potassium,  but  no  failures  with  Tegopen. 

Given  Tegopen^S"  Given 

(cloxacillin  sodium]  penicillin  V-K 

Staphylococcus  aureus  (78  patients)  39  39 

Returned  to  clinic  at  one  week 29t , 38t 

Treatment  failure  at  one  week 0 18(47.4%) 

Staphylococcus  aureus  and 

Streptococcus  pyogenes  (9  patients)  4 5 

Returned  to  clinic  at  one  week 4 5 

Treatment  failure  at  one  week 0 2(40%) 

No  initial  bacterial  growth  (14  patients)  9 5 

All  1 4 healed,  regardless  of  which 
antibiotic  was  administered. 

Beta-hemolytic  Sfrepfococcus  (1  patient)  0 1 

TOTALS:  102  patients  52  patients  50  patients 


tEleven  patients  did  not  return  for  their  one-week  checkup  the  lesions  had  healed  One  patient  was  dropped  from  the  study. 

These  were  all  called  by  telephone,  and  their  families  reported  early,  because  of  adverse  reaction  to  medication 


STUDY: 

DESCRIPTION/PROTOCOL 

• 102  nonselected  subjects,  with  initial  bacteri- 
ology as  follows:  77%  Staphylococcus  aureus, 
9%  mixed  Staphylococcus  aureus  and  Strep- 
tococcus pyogenes,  and  1%  beta-hemolytic 
Streptococcus.^ 

• All  patients  were  given  randomized  therapy— 
Tegopen  capsules  or  oral  solution,  or  penicillin 
V-K  tablets  or  oral  solution,  in  recommended 
dosages  according  to  body  weight. 


• All  patients  were  evaluated  after  one  week’s 
therapy.  If  there  was  no  improvement,  therapy 
was  switched  to  the  other  antibiotic.  The 
“other  antibiotic”  proved  to  be  Tegopen  100% 
of  the  time  because  no  treatment  failures  had 
occurred  with  Tegopen. 

• A final  assessment  of  progress  was  made  two 
weeks  after  initiation  of  Tegopen  therapy. 

iThe  remainder,  to  equal  100%.  consisted  of  14  patients  (13%) 
who  exhibited  no  initial  bacterial  growth  These  14  were  all 
healed,  whether  given  Tegopen  or  penicillin  V-K 


TEGOPEN 

(cbodlin  scxjium] 


-effective  therapy  for  staph  infections 
of  the  skin  arid  skin  structures 


f WARNING: 

I Serious  and  occasionally  fatal  hypersensitivity  (anaphylactoid)  reactions  have  been  reported 

I in  patients  on  penicillin  therapy  Although  anaphylaxis  Is  more  frequent  following  parenteral 

I therapy  it  has  occurred  in  patients  on  oral  penicillins  These  reactions  are  more  apt  to  occur  in 

j individuals  with  a history  of  sensitivity  to  multiple  allergens 

f There  have  been  well  documented  reports  of  individuals  with  a history  of  penicillin 

j hypersensitivity  reactions  who  have  experienced  severe  hypersensitivity  reactions  when 

I treated  with  a cephalosporin.  Before  therapy  with  a penicillin,  careful  inquiry  should  be  made 

I concerning  previous  hypersensitivity  reactions  to  penicillins,  cephalosporins,  and  other 

I allergens  If  an  allergic  reaction  occurs,  the  drug  should  be  discontinued  and  the  patient  treated 

I with  the  usual  agents,  eg.  pressor  amines,  antihistamines,  and  corticosteroids 

Safety  for  use  in  pregnancy  has  not  been  established 
PRECAUTIONS: 

The  possibility  of  the  occurrence  of  superinfections  with  mycotic  organisms  or  other  pathogens 
should  be  kept  in  mind  when  using  this  compound,  as  with  other  antibiotics.  If  superinfectlon 
' occurs  during  therapy,  appropriate  measures  should  be  taken 

As  with  any  potent  drug,  periodic  assessment  of  organ  system  function,  including  renal, 
hepatic,  and  hematopoietic,  should  be  made  during  long-term  therapy 
ADVERSE  REACTIONS: 

Gastrointestinal  disturbances,  such  as  nausea,  epigastric  discomfort,  flatulence,  and  loose 


stools,  have  been  noted  by  some  patients  Mildly  elevated  SGOT  levels  (less  than  100  units)  have 
been  reported  in  a few  patients  for  whom  pretherapeutic  determinations  were  not  made  Skin 
rashes  and  allergic  symptoms,  including  wheezing  and  sneezing,  have  occasionally  been 
encountered  Eosinophilia.  with  or  without  overt  allergic  manifestations,  has  been  noted  in 
some  patients  during  therapy 

USUAL  DOSAGE: 

Adults:  250  mg  q.6h. 

Children:  SO  mg. /Kg. /day  in  equally  divided  doses  q 6h  Children  weighing  more  than  20  Kg 
should  be  given  the  adult  dose  Administer  on  empty  stomach  for  maximum  absorption 
NB.:  INFECTIONS  CAUSED  BY  GROUP  A BETA-HEMOLYTIC  STREPTOCOCCI  SHOULD  BE 
TREATED  FOR  AT  LEAST  10  DAYS  TO  HELP  PREVENT  THE  OCCURRENCE  OF  ACUTE  RHEUMATIC 
FEVER  OR  ACUTE  GLOMERULONEPHRITIS. 

SUPPLIED: 

Capsules— 250  mg.  in  bottles  of  100  500  mg.  in  bottles  of  100 
Oral  Solution— 125  mg./5  ml  in  100  ml  and  200  ml.  bottles 


Bristol  Laboratories 

Division  of  Bristol-Myers  Company 

Syracuse.  New  York  13201 


BRISTOL'^ 


Copyright  ® 1981.  Bristol  Laboratories 


Keflex' 

cephalexin 


Additional  information  available 
to  the  profession  on  request. 


^DISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 


Pfizer  Laboratories 
Announces 

THE  FIRST  ORAL 
CALCIUM  CHANNEL 
BLOCKER 
FOR  THE 

MANAGEMENT  OF 
ANGINA  PECTORIS 

NEW 


(NIFEDIPINE)"^““”"^ 


PROCARDIA®  CAPSULES  For  Oral  Use 

nifedipine 


DESCRIPTION:  PROCARDIA  (nifedipine)  is  an  antianginal  drug  belonging  to  a new  class  of 
pharmacological  agents,  the  calcium  channel  blockers.  Nifedipine  is  3.5-pyridinedicarboxylic 
acid,  1.4-dihydro-2,6-dimethyl-4-(2-nitrophenyl)-,  dimethyl  ester.  Ct7HieN20s.  and  has  the  struc- 
tural formula: 


H 


Nifedipine  is  a yellow  crystalline  substance,  practically  insoluble  in  water  but  soluble  in  ethanol. 
It  has  a molecular  weight  of  346.3.  PROCARDIA  CAPSULES  are  formulated  as  soft  gelatin  cap- 
sules for  oral  administration  each  containing  10  mg  nifedipine. 

CLINICAL  PHARMACOLOGY:  PROCARDIA  (nifedipine)  is  a calcium  ion  influx  inhibitor  (slow 
channel  blocker  or  calcium  ion  antagonist)  and  inhibits  the  transmembrane  influx  of  calcium  ions 
into  cardiac  muscle  and  smooth  muscle.  The  contractile  processes  of  cardiac  muscle  and  vascu- 
lar smooth  muscle  are  dependent  upon  the  movement  of  extracellular  calcium  ions  into  these 
cells  through  specific  ion  channels.  PROCARDIA  selectively  inhibits  calcium  ion  influx  across  the 
cell  membrane  of  cardiac  muscle  and  vascular  smooth  muscle  without  changing  serum  calcium 
concentrations 

Mechanism  of  Action:  The  precise  means  by  which  this  inhibition  relieves  angina  has  not 
been  fully  determined,  but  includes  at  least  the  following  two  mechanisms: 

1 ) Relaxation  and  prevention  of  coronary  artery  spasm : PROCARDIA  dilates  the  mam  cor- 
onary artenes  and  coronary  artenoles.  both  in  normal  and  ischemic  regions,  and  is  a potent  inhib- 
itor of  coronary  artery  spasm,  whether  spontaneous  or  ergonovine-induced.  This  property 
increases  myocardial  oxygen  delivery  in  patients  with  coronary  artery  spasm,  and  is  responsible 
for  the  effectiveness  of  PROCARDIA  in  vasospastic  (Prinzmetal's  or  variant)  angina  Whether  this 
effect  plays  any  role  in  classical  angina  is  not  clear,  but  studies  of  exercise  tolerance  have  not 
shown  an  increase  in  the  maximum  exercise  rate-pressure  product,  a widely  accepted  measure 
of  oxygen  utilization.  This  suggests  that,  in  general,  relief  of  spasm  or  dilation  of  coronary  artenes 
IS  not  an  important  factor  in  classical  angina. 

2)  Reduction  of  oxygen  utilization:  PROCARDIA  regularly  reduces  arterial  pressure  at  rest 
and  at  a given  level  of  exercise  by  dilating  penpheral  arterioles  and  reducing  the  total  peripheral 
resistance  (afterload)  against  which  the  heart  works.  This  unloading  of  the  heart  reduces  myocar- 
dial energy  consumption  and  oxygen  requirements  and  probably  accounts  for  the  effectiveness  of 
PROCARDIA  in  chronic  stable  angina. 

Pharmacokinetics  and  Metabolism:  PROCARDIA  is  rapidly  and  fully  absorbed  after  oral 
administration.  The  drug  is  detectable  in  serum  10  minutes  after  oral  administration,  and  peak 
blood  levels  occur  in  approximately  30  minutes,  it  is  highly  bound  by  serum  proteins. 
PROCARDIA  is  extensively  converted  to  inactive  metabolites  and  approximately  80%  of 
PROCARDIA  and  metabolites  are  eliminated  via  the  kidneys.  The  half-life  of  nifedipine  in  plasma 
IS  approximately  two  hours.  There  is  no  information  on  the  effects  of  renal  or  hepatic  impairment 
on  excretion  or  metabolism  of  PROCARDIA. 

Hemodynamics:  Like  other  slow  channel  blockers.  PROCARDIA  exerts  a negative  inotropic 
effect  on  isolated  myocardial  tissue.  This  is  rarely,  if  ever,  seen  In  intact  animals  or  man,  probably 
because  of  reflex  responses  to  its  vasodilating  effects.  In  man,  PROCARDIA  causes  decreased 
penpheral  vascular  resistance  and  a fall  in  systolic  and  diastolic  pressure,  usually  modest  (5-10 
mm  Hg  systolic),  but  sometimes  larger  There  is  usually  a small  increase  in  heart  rate,  a reflex  re- 
sponse to  vasodilation.  Measurements  of  cardiac  function  in  patients  with  normal  ventncular  func- 
tion have  generally  found  a small  increase  in  cardiac  index  without  major  effects  on  election 
traction,  left  ventricular  end  diastolic  pressure  (LVEDP)  or  volume  (LVEDV).  In  patients  with  im- 
paired ventncular  function,  most  acute  studies  have  shown  some  increase  in  ejection  fraction  and 
reduction  in  left  ventricular  filling  pressure. 

Electrophysiologic  Effects:  Although,  like  other  members  of  its  class.  PROCARDIA  de- 
creases sinoatnal  node  function  and  atrioventricular  conduction  in  isolated  myocardial  prepara- 
tions, such  effects  have  not  been  seen  in  studies  in  intact  animals  or  in  man.  In  formal 
electrophysiologic  studies,  predominantly  in  patients  with  normal  conduction  systems. 
PROCARDIA  has  had  no  tendency  to  prolong  atrioventricular  conduction,  prolong  sinus  node  re- 
coveiy  time,  or  slow  sinus  rate 

INDICATIONS  AND  USAGE:  I.  Vasospastic  Angina:  PROCARDIA  (nifedipine)  is  indicated  for 
the  management  of  vasospastic  angina  confirmed  by  any  of  the  following  criteria:  1 ) classical  pat- 
tern of  angina  at  rest  accompanied  by  ST  segment  elevation.  2)  angina  or  coronary  artery  spasm 
provoked  by  ergonovine.  or  3)  angiographically  demonstrated  coronary  artery  spasm.  In  those 
patients  who  have  had  angiography,  the  presence  of  significant  fixed  obstructive  disease  is  not  in- 
compatible with  the  diagnosis  of  vasospastic  angina,  provided  that  the  above  criteria  are  satisfied. 
PROCARDIA  may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic 
component  but  where  vasospasm  has  not  been  confirmed,  e.g. , where  pain  has  a vanable  thresh- 
old on  exertion  or  in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  in- 
termittent vasospasm,  or  when  angina  is  refractory  to  nitrates  and  or  adequate  doses  of  beta 
blockers 

II.  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated 
lor  the  management  of  chronic  stable  angina  (effort-associated  angina)  without  evidence  of  va- 
sospasm in  patients  who  remain  symptomatic  despite  adequate  doses  of  beta  blockers  and  or  or- 
ganic nitrates  or  who  cannot  tolerate  those  agents. 

In  chronic  stable  angina  (effort-associated  angina)  PROCARDIA  has  been  effective  in  con- 
trolled trials  of  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise 
tolerance,  but  confirmation  of  sustained  effectiveness  and  evaluation  of  long-term  safety  in  these 
patients  are  incomplete. 

Controlled  studies  m small  numbers  of  patients  suggest  concomitant  use  of  PROCARDIA  and 
beta-blocking  agents  may  be  beneficial  in  patients  with  chronic  stabie  angina,  but  available  infor- 
mation IS  not  suiricient  to  predict  with  confidence  the  effects  of  concurrent  treatment,  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities.  Wheii  in- 
troducing such  concomitant  therapy,  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  of  the  drugs.  (See  Warnings.) 
CONTRAINDICATIONS:  Known  hypersensitivity  reaction  to  PROCARDIA. 

WARNINGS:  Excessive  Hypotension:  Although  in  most  patients,  the  hypotensive  effect  of 
PROCARDIA  IS  modest  and  well  tolerated,  occasional  patients  have  had  excessive  and  poorly 
tolerated  hypotension.  These  responses  have  usually  occurred  dunng  initial  titration  or  at  the  time 
of  subsequent  upward  dosage  adjustment,  and  may  be  more  likely  in  patients  on  concomitant 
beta  blockers. 

Increased  Angina  Beta  Blocker  Withdrawal:  Occasional  patients  have  developed  well  doc- 
umented increased  frequency,  duration  or  severity  of  angina  on  starling  PROCARDIA  or  at  the 
time  of  dosage  increases.  The  mechanism  of  this  response  is  not  established  but  could  result 
from  decreased  coronary  perfusion  associated  with  decreased  diastolic  pressure  with  increased 
heart  rate,  or  from  increased  demand  resulting  from  increased  heart  rate  alone 

Patients  recently  withdrawn  from  beta  blockers  may  develop  a withdrawal  syndrome  with  in- 
creased angina,  probably  related  to  increased  sensitivity  to  catecholamines.  Initiation  of 
PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected  to  exacerbate  it 
by  provoking  reflex  catecholamine  release.  There  have  been  occasional  reports  of  increased  an- 
gina in  a setting  of  beta  blocker  withdrawal  and  PROCARDIA  initiation.  It  is  important  to  taper  beta 
blockers  if  possible,  rather  than  stopping  them  abruptly  before  beginning  PROCARDIA. 

Congestive  Heart  Failure:  Rarely,  patients  usually  receiving  a beta  blocker  have  developed 
heart  failure  after  beginning  PROCARDIA.  Patients  with  tight  aortic  stenosis  may  be  at  greater 
nsk  lor  such  an  event,  as  the  unloading  effect  of  PROCARDIA  would  be  expected  to  be  of  less 
benefit  to  these  patients,  owing  to  their  fixed  impedance  to  flow  across  the  aortic  valve. 
PRECAUTIONS:  General:  Hypotension:  Because  PROCARDIA  decreases  penpheral  vascular 
resistance,  careful  monitoring  of  blood  pressure  dunng  the  initial  administration  and  titration  of 
PROCARDIA  IS  suggested.  Close  observation  is  especially  recommended  for  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  See  Warnings. 

Peripheral  edema:  Mild  to  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventncular  dysfunction,  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA.  This  edema  occurs  primanly  in  the  lower  extremities  and  usually  responds  to 


diuretic  therapy.  With  patients  whose  angina  is  complicated  by  congestive  heart  failure  care 
should  be  taken  to  differentiate  this  penpheral  edema  from  the  effects  of  Increasing  left  ventncutei 
dysfunction. 

Drug  interactions:  Beta-adrenergic  blocking  agents:  See  Indications  and  Warnings.  Expenence 
in  over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
of  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated,  but  there  have  been  occa- 
sional literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  of  congestive 
heart  failure,  severe  hypotension  or  exacerbation  of  angina. 

Long-acting  nitrates:  PROCARDIA  may  be  safely  co-admInistered  with  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antianginal  effectiveness  of  this  combination. 

Carcinogenesis,  mutagenesis,  impairment  of  fertility:  Nifedipine  was  administered  orally  to  rats 
for  two  years  and  was  not  shown  to  be  carcinogenic.  When  given  to  rats  prior  to  mating 
nifedipine  caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommend^) 
human  dose.  In  vivo  mutagenicity  studies  were  negative. 

Pregnancy:  Pregnancy  category  C.  Nifedipine  has  been  shown  to  be  teratogenic  in  rats  when 
given  in  doses  30  times  the  maximum  recommended  human  dose  Nifedipine  was  embryotoxic 
(increased  fetal  resorptions,  decreased  fetal  weight,  increased  stunted  forms,  increased  feta 
deaths,  decreased  neonatal  survival)  in  rats,  mice  and  rabbits  at  doses  of  from  3 to  10  times  the 
maximum  recommended  human  dose.  In  pregnant  monkeys,  doses  2 3 and  twice  the  maximum 
recommended  human  dose  resulted  in  small  placentas  and  underdeveloped  chononic  villi.  In 
rats,  doses  three  times  the  maximum  human  dose  and  higher  caused  prolongation  of  pregnancy 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  PROCARDIA  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 
ADVERSE  REACTIONS:  In  multiple-dose  U.S.  and  foreign-controlled  studies  in  which  adveise 
reactions  were  reported  spontaneously,  adverse  effects  were  frequent  but  generally  not  senous 
and  rarely  required  discontinuation  of  therapy  or  dosage  adjustment.  Most  were  expected  conse- 
quences of  the  vasodilator  effects  of  PROCARDIA. 

Adverse  Effect  PROCARDIA  (%)(N  = 226)  Placebo  (%)  (N  = 235) 

Dizziness,  light-headedness.  giddiness  27  is 

Flushing,  heal  sensation  25  8 

Headache  23  20 

Weakness  12  10 

Nausea,  heartburn  1 1 8 

Muscle  cramps,  tremor  8 3 

Peripheral  edema  7 1 

Nervousness,  mood  changes  7 4 

Palpitation  7 5 

Dyspnea,  cough,  wheezing  6 3 

Nasal  congestion,  sore  throat  6 8 

There  is  also  a large  uncontrolled  experience  in  over  2100  patients  in  the  United  States.  Most  of 
the  patients  had  vasospastic  or  resistant  angina  pectoris,  and  about  half  had  concomitant  treat- 
ment with  beta-adrenergic  blocking  agents.  The  most  common  adverse  events  were  the  same 
ones  seen  in  the  controlled  trials,  with  dizziness  or  light-headedness,  peripheral  edema,  nausea, 
weakness,  headache  and  flushing  each  occurring  in  about  10%  of  patients,  transient  hypotension 
in  about  5%,  palpitation  m about  2%  and  syncope  in  about  0.5%.  Syncopal  episodes  did  not  recur 
with  reduction  in  the  dose  of  PROCARDIA  or  concomitant  antianginal  medication.  Very  rarely,  uv 
troduction  of  PROCARDIA  therapy  was  associated  with  an  increase  in  anginal  pain,  jxissibly  due 
to  associated  hypotension. 

Several  of  these  side  effects  appear  to  be  dose  related.  Peripheral  edema  occurred  in  about 
one  in  25  patients  at  doses  less  than  60  mg  per  day  and  in  about  one  patient  in  eight  at  120  mg  per 
day  or  more.  Transient  hypotension,  generally  of  mild  to  moderate  severity  and  seldom  requmng 
discontinuation  of  therapy,  occurred  in  one  of  50  patients  at  less  than  60  mg  per  day  and  in  one  of 
20  patients  at  120  mg  per  day  or  more. 

In  addition,  2%  or  fewer  of  patients  reported  the  following  Respiratory:  Nasal  and  chest 
congestion,  shortness  of  breath.  Gastrointestinal:  Diarrhea,  constipation,  cramps,  flatulence. 
Musculoskeletal:  Inflammation,  joint  stiffness,  muscle  cramps.  CNS:  Shakiness,  nervousness, 
jittenness.  sleep  disturbances,  blurred  vision,  difficulties  in  balance.  Other:  Dermatitis,  pruritus, 
urticaria,  fever,  sweating,  chills,  sexual  difficulties. 

In  addition,  more  serious  adverse  events  were  observed,  not  readily  distinguishable  from  the 
natural  history  of  the  disease  in  these  patients.  It  remains  possible,  however,  that  some  or  manyol 
these  events  were  drug  related.  Myocardial  infarction  occurred  in  about  4%  of  patients  and 
congestive  heart  failure  or  pulmonary  edema  in  about  2%.  Ventricular  arrhythmias  or  conduction 
disturbances  each  occurred  in  fewer  than  0.5%  of  patients. 

In  a subgroup  of  over  1000  patients  receiving  PROCARDIA  with  concomitant  beta  blocker  ther- 
apy. the  pattern  and  incidence  of  adverse  expenences  was  not  different  from  that  of  the  entire 
group  of  PROCARDIA  treated  patients  (see  Precautions). 

In  a subgroup  of  patients  with  a diagnosis  of  congestive  heart  faiiure  as  well  as  angina,  dizzi- 
ness or  light-headedness,  peripheral  edema,  headache  or  flushing  each  occurred  in  one  in  eight 
patients.  Hypotension  occurred  in  about  one  in  20  patients.  Syncope  occurred  in  approximately 
one  patient  in  250.  Myocardial  infarction  or  symptoms  of  congestive  heart  failure  each  occurred 
in  about  one  patient  in  15.  Atrial  or  ventricular  dysrhythmias  each  occurred  in  about  one  patient 
in  150. 

Laboratory  tests:  Rare,  mild  to  moderate,  transient  elevations  of  enzymes  such  as  alkaline 
phosphatase,  CK.  LDH.  SGOT  and  SGPT  have  beeh  noted,  and  a single  incident  of  significantly 
elevated  transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  of  gaH 
bladder  disease  after  about  eleven  months  of  nifedipihe  therapy.  The  relationship  to 
PROCARDIA  therapy  is  uncertain.  These  laboratory  abnormalities  have  already  been  associated 
with  clinical  symptoms.  Cholestasis,  possibly  due  to  PROCARDIA  therapy,  has  been  reported 
twice  in  the  extensive  world  literature. 

OVERDOSAGE:  Although  there  is  no  well  documented  experience  with  PROCARDIA  overdos- 
age. available  data  suggest  that  gross  overdosage  could  result  in  excessive  peripheral  vasodila- 
tion with  subsequent  marked  and  probably  prolonged  systemic  hypotension.  Clinically  significant 
hypotension  due  to  PROCARDIA  overdosage  calls  for  active  cardiovascular  support  including 
monitoring  of  cardiac  and  respiratory  function,  elevation  of  extremities,  and  attention  to  circulating 
fluid  volume  and  urine  output.  A vasoconstrictor  (such  as  norepinephrine)  may  be  helpful  in  re- 
storing vascular  tone  and  blood  pressure,  provided  that  there  is  no  contraindication  to  its  use 
Clearance  of  PROCARDIA  would  be  expected  to  be  prolonged  in  patients  with  impaired  liver 
function.  Since  PROCARDIA  is  highly  protein-bound,  dialysis  is  not  likely  to  be  of  benefit. 
DOSAGE  AND  ADMINISTRATION:  The  dosage  of  PROCARDIA  needed  to  suppress  arv 
gina  and  that  can  be  tolerated  by  the  patient  must  be  established  by  titration.  Excessive 
doses  can  result  in  hypotension. 

The  starting  dose  is  one  10  mg  capsule,  swallowed  whole.  3 times  day.  The  usual  effective  dose 
range  is  10-20  mg  three  times  daily.  Some  patients,  especially  those  with  evidence  of  coronary 
artery  spasm,  respond  only  to  higher  doses,  more  frequent  administration,  or  both.  In  such  pa- 
tients. doses  of  20-30  mg  three  or  four  times  daily  may  be  effective.  Doses  above  120  mg  daily 
are  rarely  necessaiy.  More  than  180  mg  per  day  is  not  recommended. 

In  most  cases.  PROCARDIA  titration  should  proceed  over  a 7-14  day  period  so  that  the  physi- 
cian can  assess  the  response  to  each  dose  level  and  monitor  the  blood  pressure  before  preced- 
ing to  higher  doses. 

If  symptoms  so  warrant,  titration  may  proceed  more  rapidly  provided  that  the  patient  is  as- 
sessed frequently.  Based  on  the  patient  s physical  activity  level,  attack  frequency,  and  sublingual 
nitroglycerin  consumption,  the  dose  of  PROCARDIA  may  be  increased  from  10  mg  t.i.d.  to  20  mg 
t.i.d.  and  then  to  30  mg  t.i.d.  over  a three-day  period. 

In  hospitalized  patients  under  close  observation,  the  dose  may  be  increased  in  10  mg  incre- 
ments over  four  to  six-hour  periods  as  required  to  control  pain  and  arrhythmias  due  to  ischemia.  A 
single  dose  should  rarely  exceed  30  mg. 

No  “rebound  effect"  has  been  observed  upon  discontinuation  of  PROCARDIA.  However,  if  dis- 
continuation of  PROCARDIA  is  necessary,  sound  clinical  practice  suggests  that  the  dosage 
should  be  decreased  gradually  with  close  physician  supervision. 

Co-Administration  with  Other  Antianginal  Drugs:  Sublingual  nitroglycerin  m^  be  taken  as 
required  for  the  control  of  acute  manifestations  of  angina,  particularly  during  PROCARDIA  titra- 
tion. See  Precautions.  Drug  Interactions  for  information  on  co-administration  of  PROCARDIA 
with  beta  blockers  or  long-acting  nitrates. 

HOW  SUPPLIED:  Each  orange,  soft  gelatin  PROCARDIA  Capsule  contains  10  mg  of  nifedipine 
PROCARDIA  Capsules  are  supplied  in  amber  glass  botllesof  100  capsules  (NDC  0069-2600-66). 

The  capsules  should  be  protected  from  light  and  moisture  and  stored  at  controlled  room 
temperature  59'  to  77'F  (15'  to  25'C)  in  the  manufacturer  s onginal  container. 

® 1982,  Rizer  Inc.  Issued  January  1982 
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THERE’S  MORE  TO  ARMY  RESERVE  MEDICINE  THAN  THE  ARMY 


Add  the  prestige  of  an  officer’s  commission  to  your  medical  career  without  leaving  your  hometown.  As  a 
qualified  physician,  you’ll  receive  a direct  Army  Reserve  Commission.  You'll  serve  your  country  as  an  officer 
and  receive  an  officer’s  pay  for  each  monthly  and  annual  training  session  you  attend. 

'' 

While  serving,  you’ll  accumulate  retirement  credit  to-'ii  WE  ALSO  OFFER  SPECIAL  OPPORTUNITIES 
ward  a military  pension  at  age  60  after  the  completion  fqR  MEDICAL  STUDENTS 
of  20  years  of  parttime  service. 


For  one  weekend  a month,  you  can  be  the  kind  of 
doctor  many  doctors  would  like  to  be.  The  actual  time 
commitment  is  minimal.  Reserve  membership  takes 
only  16  hours  each  month  and  two  consecutive  weeks 
each  year. 


For  more  information,  complete  and  mail  the 
coupon  below  or  call  today. 

ARMY  RESERVE  MEDICINE 
1528  CENTRAL  STREET 
KANSAS  CITY,  MO  64108 


I would  like  more  information  on  physician  opportunities. 

NAME TELEPHONE 

STREET  

CITY STATE ZIP 

YOU  CAN  SERVE  YOUR  COUNTRY  WHILE  BUILDING  YOUR  FUTURE. 

ARMY  RESERVE  MEDICINE 

COLLECT:  (816)  421-6079 


OKC  405-495-0601  TULSA  918-587-8994  SHAWNEE  405-275-8020 

CLEVELAND  918-358-3559  LAWTON  405-355-6101 

CUSHING  918-225-5563  ^^^NO  405-262-1021 

^^0MAH0MEH£4 

Oyk. V ' A Non-profit  ^ ^ 

MEDICARE  APPROVED  HOME  HEALTH  AGENCY  * 

WHAT  IS  HOME  HEALTH  CARE? 

Home  health  care  is  a unique  part  of  the  community  total  health  delivery  system.  The  role  of  home  health 
care  is  to  make  available  to  each  physician  services  that  will  enhance  the  recovery  process  of  his  patients.  The 
physician  may  choose  to  utilize  home  health  care  for  his  homebound  patients  who  need: 

1.  SKILLED  NURSING  CARE  — to  apply  and  reinforce  his  treatment  regime  i.e.  special  diets,  injections, 
diabetes  care  and  instructions,  catheter  care,  colostomy  care,  and  other  needs  after  a hospital  stay  or  an 
illness  in  the  home.  — Or,  for  frequent  monitoring  and  reporting  of  patients  condition  to  their  physician. 

2.  HOME  HEALTH  AIDE  — to  carry  out  personal  hygiene  needs  of  his  patients. 

3.  PHYSICAL  THERAPY  — to  evaluate  and  carry  out  an  exercise  regime  or  other  therapeutic  treatment. 

4.  OCCUPATIONAL  THERAPY 

5.  SPEECH  THERAPY 

6.  MEDICAL  SOCIAL  WORKER 

7.  A NURSE  ON  CALL  24-HOURS  a day  for  problem  situations. 

8.  REFERRAL  SERVICES 

9.  HOSPITAL  PATIENT  EVALUATION 

10.  SUPPLIES  & EQUIPMENT  (approved  by  medicare  while  patient  is  on  our  service. 

Medicare  allows  100%  coverage  for  these  services  to  those  who  qualify. 

OHH  is  presently  serving  over  30  counties  in  Oklahoma. 

FOR  MORE  INFORMATION  AND  ASSISTANCE  PLEASE  CALL 

OKLAHOMA  HOME  HEALTH,  INC. 
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THE  FOURTH  ANNUAL 
SYMPOSIUM  FOR  PHYSICIANS 

INFLAMMATORY  BOWEL  DISEASE 
CHRONIC  ABDOMINAL  PAIN 
INTESTINAL  BLEEDING 


fTlERCY  HERLTH  CEflTER 

Friday,  April  2,  1982 
Contact:  Medical  Staff  Education  Office, 
(405)  755-1515,  ext.  2603 

Mercy  Health  Center 
Doctors  Conference  Center 
West  End,  02  Level 
4300  West  Memorial  Road 
Oklahoma  City,  Oklahoma 


A full  range  of 
treatment .... 

As  an  Air  Force  Physician,  you  may 
practice  your  specialty  in  modern,  well- 
equipped  facilities  with  a complete  support 
staff. 

In  addition  to  the  wide  spectrum  of  clinical 
experience  you'll  gain,  you'll  have  adminis- 
trative support  to  alleviate  most  of  the 
clerical  workload.  The  type  of  medicine  you 
will  practice  is  based  on  the  needs  of  your 
patients,  regardless  of  their  financial  status. 

For  yourself  and  your  family,  Air  Force 
medicine  will  provide  reasonable. working 
hours,  excellent  pay,  30  days  of  paid  vacation 
each  year,  and  many  other  benefits. 

Consider  the  Air  Force  Medical  Corps  — a 
reasonable  alternative  for  today's  physicians. 
For  complete  information  contact: 

M-SGT  Howard  McDermott 
Call  Collect  (405)  231-5247 
711  Stanton  L.  Young  Blvd.,  Suite  111 
Oklahoma  City,  OK  73104 

Air  Force.  A great  way  of  life. 


r' 


It’s  the  season  to  save  at 


Oklahoma’s  Seven  State  Resorts  | 

Slip  away  to  one  of  Oklahoma  s seven  state  resorts  between  November  1 | 

and  February  28  1982.  and  you  II  save  15%  on  your  already  reasonable 
off-season  room  rate  To  fake  advantage  of  this  offer,  plan  now  to  make  . 
your  advance  reservations  Clip  this  ad  and  present  it  upon  check-in  to  ' 
receive  your  discount  lodging  rate  I 

I 


MAKE 

RESERVATIONS 
NOW  AND 


Offer  good  any  day  of  the  week 
Limit  one  coupon  per  visit  Not 
valid  in  coniunclion  with  any  other 
discount  groups  or  meetings  Of- 
fer expires  February  28,  1982 
Valid  for  registered  guests  only, 
and  subject  to  availability  of  rooms 


ARROWHEAD  RESORT 
On  Lake  Eufaula  (918)339-2711 
FOUNTAINHEAD  RESORT 
On  Lake  Eufaule  1916)669-2501 
LAKE  MURRAY  RESORT 
On  Lake  Murray  (405)  223-6600 
LAKE  TEXOMA  RESORT 
OnLakeTeiome  (405)  564-231 1 


QUARTZ  MOUNTAIN  RESORT  I 
On  Lake  Altus-Lugeri 
(405)  563-2424  | 

ROMAN  NOSE  RESORT  | 

On  Lake  Boecher  (405)623-7281  | 

WESTERN  HILLS  i 

GUEST  RANCH  ■ 

On  Fort  Gibson  Lake  | 

1918)772-2545  • 


TOLL  FREE  NUMBERS  FOR  RESERVATIONS  AND  INFORMATION 

In  Arkansas  Colorado  Kansas  Missouri  Ne*  Menco  in  Oklahoma  1800)  522-8565  except  Ckiahoma  | 

an<3  Texas  lexceot  512)  (800)654-82*0  C>ly  521-2*64  . 


76TH  Annual  Meeting  of  the 

OKLAHOMA  STATE  MEDICAL 
ASSOCIATION 

MAY  5-8,  1982 

SKIRVIN  PLAZA  HOTEL 
Oklahoma  City,  OK 


EMERGENCY  MEDICINE 

Director  and  staff  physician  sought  for  low-to- mode  rate 
volume  emergency  department  less  than  one  hour  north 
of  Tulsa.  No  weekends  or  holidays.  Twenty-four  hour 
shifts  available  if  desired.  New  ED  has  ten  fully- 
equipped  examining  rooms.  Excellent  income;  paid  mal- 
practice insurance;  flexible  scheduling  provided. 

For  complete  details  call  or  write 
Susan  Haberman 
1111  North  Westshore  Boulevard 
Suite  21 1 

Tampa,  Florida  33607 
(813)  870-2356  (collect) 


XXX 


Oklahoma  State  Medical  Association 


For  your  patients’  benefit... 


I 


BEFORE  YOU  WRITE 
OUR  NEXT  ANTIARTHRITIC 
PRESCRIPTION, 
PLEASE  READ 
THIS  MESSAGE 


Boots  announces  a pharmaceutical  first 


TWO  WAYS  YOUl 
WILL  SAVE  MONEY  Wm 


Intnoducing 


RUFEN'  (ibupnofen) 


$130  REBATE 
DIRECTTOYOUR 
PATIENTS  ON  EVERY 
PRESCRIPTION  OF  100. 
RERELS  INCLUDED. 

One  dollar  fifty  cents 
returned  for  every  Rebate 
Coupon  your  patients  mail  in. 

Every  bottle  of  100  tablets  of 
RUFEN  400  mg  has  a Rebate 
Coupon  attached,  with  full 
instructions  for  redemption. 

It  has  already  been  de- 
termined, through  public 
opinion  research,  that  most 
arthritic  patients  will 
appreciate 
direct  rebate 
savings  as 
much  as  they 
appreciate  the 
results  of  I bu profen 
therapy. 


AND  RUFEN  IS 
PRICED  LOWER 
TO  BEGIN  WITH. 

Boots  has  already  priced 
RUFEN  lower  to  the  whole- 
saler and  the  retailer.  And  if 
these  savings  are  passed 
along,  as  they  should  be, 
your  patient  will  receive  the 
benefit  of  this  lower  price. 
Add  these  savings  to  the  re- 
bate, and  your  patients  re- 
ceive substantial  relief  from 
the  costs  of  a medication 
many  of  them  may  take 
for  years. 


RUFEN  IS 
NOT  A GENERIC 
BOOTS  IBUPROFEI! 
IS  THE  ORIGINAL. 

And  if  you  wish,  RUFEf 
may  be  substituted  for 
Motrin®,  because  it  is  bio  i 
equivalent.*  j 

Original  research  by  Tf  i 
Boots  Company  Ltd.,  of  1 
Nottingham,  England, 
developed  ibuprofen. 

And  though  we  intro- 
duced it  ourselves  else- 
where around  the  world,  i 
licensed  ibuprofen  for 
sale  in  the  United  States. 


MoOin*  (ibuprofen)  is  a registered  trademark  of  Tbe  Upjohn  M 


kBTHRITIC  PATIENTS 
liUPROFEN  THERAPY 


f 


You  first  came  to  know 
as  Motrin  (ibu profen), 
lanufactured  by  Upjohn. 

' Now,  as  we  have  estab- 
shed  facilities  in  America, 
/e  hope  you'll  come  to 
now  Boots  brand  name 
3r  ibuprofen  as  RUFEN. 

MOEQUIVALEINCY? 
DF  COURSE.* 

hat's  why  you  may  substi- 
ute  RUFEN  for  Motrin. 


ALSO:  A BOOTS 
CONTRIBUTION  TO 
ARTHRITIS  RESEARCH 
WITH  EVERY  REBATE! 

A 25^  contribution  per 
rebate  is  built  directly 
into  the  RUFEN 
program.  And  with 
thousands  of  pre- 
scriptions anticip- 
ated for  RUFEN  400  mg 
each  year,  the  annual  po- 
tential for  arthritis  research  is 
enormous. 


)ata  on  file. 

'ontributions  made  to:  International  League  Against  Rheumatism. 


WHEN  YOU'RE  WRITING  YOUR  NEXT 
PRESCRIPTION  EORIBUPROFEN, 
PLEASE  REMEMBER: 


RUFEN®  OFFERS  A $1.50  REBATE  DIRECT 
TO  YOUR  PATIENTS  ON  EVERY 
BOTTLE  OF  100  TABLETS  OF 
RUFEN  400  MG. 

RUFEIN  COSTS  YOUR  patients  less  to 

BEGIN  WITH. 

RUFEIN  CONTRIBUTES  25^  PER  REBATE  TO 
ARTHRITIS  RESEARCH. 

RUFEN  IS  NOT  A GENERIC . . . BOOTS 
IBUPROFEN  IS  THE  ORIGINAL. 

RUFEN  (IBUPROFEN)  IS  BIOEQUIVALENT  TO 
MOTRIN®  (IBUPROFEN).* 

I hope  we've  given  you  several  good  reasons  to  re- 
member RUFEN  the  next  time  you  prescribe  ibuprofen. 

If  we  haven't,  or  if  you'd  like  to  know  more  about 
Boots  Pharmaceuticals  or  this  program,  please  don't 
hesitate  to  drop  me  a line.  Or  call  us  directly  at  our 
toll-free  number:  (800)  551-8119.  Louisiana  residents, 
call  (800)  282-8671. 

To  ensure  that  your  patients  receive  the  benefits  of  the 
Rufen  program,  be  sure  to  specify  "D.  A.W.,"  "No  Sub," 
or  "M^ically  Necessary^'  as  required  by  the  laws  of 
your  state. 


Sincerely,, 


e 


♦Data  on  file. 


John  D.  Bryer,  President 
Boots  Pharmaceuticals,  Inc. 


Boots  Pharmaceuticals,  Inc. 

6540  LINE  AVENUE,  SHREVEPORT.  LOUISIANA  71106 

Pioneers  in  medicine  for  the  family 
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RF-009 


(ibuprofen/Boots) 

(For  full  prescribing  information,  see  package  brochure- 

RUFEN’'  Tablets 
(ibuprofen) 

INDICATIONS  AND  USAGE:  Treatment  of  signs  and 
symptoms  of  rheumatoid  arthritis  and  osteoarthniii 
during  acute  flares  and  in  the  long-term  managemem 
of  these  diseases.  Safety  and  effectiveness  have  not 
been  established  for  Functional  Class  IV  rheumatoid 
arthritis. 

Relief  of  mild  to  moderate  pain. 
CONTRAINDICATIONS:  Patients  hypersensitive  ic 
ibuprofen.  or  with  the  syndrome  of  nasal  polyps,  angio- 
edema  and  bronchospastic  reactivity  to  aspirin  orothe 
nonsteroidal  antFinflammatory  drugs  (see  WARNINISSi 
WARNINGS:  Anaphylactoid  reactions  have  occurre 
in  patients  hypersensitive  to  aspirin  (see  CONTRAIND 
CATIONS).  Peptic  ulceration  and  gastrointestina 
bleeding,  sometimes  severe,  have  been  reported 
Peptic  ulceration  and  gastrointestinal  bleeding,  some 
times  severe,  have  been  reported.  Peptic  ulceration 
perforation,  or  gastrointestinal  bleeding  can  end  fatally 
however,  an  association  has  not  been  estabiishod 
Rufen  should  be  given  under  close  supervision  to  pahen: 
with  a history  of  upper  gastrointestinal  tract  disease 
and  only  after  consulting  the  ADVERSE  REACTIONS 

In  patients  with  active  peptic  ulcer  and  active  rheume 
toid  arthritis,  nonulcerogenic  drugs,  such  as  golg 
should  be  attempted.  If  Rufen  must  be  given,  the  patier 
should  be  under  close  supervision  for  signs  of  ulee 
perforation  or  gastrointestinal  bleeding. 
PRECAUTIONS:  Blurred  and/or  diminished  visior 
scotomata,  and/or  changes  in  color  vision  have  been  re 
ported.  It  developed,  discontinue  Rufen  and  adminisle 
an  ophthalmologic  examination. 

Fluid  retention  and  edema  have  been  associated  vA 
Rufen;  caution  should  be  used  in  patients  with  a histor 
of  cardiac  decompensation. 

Rufen  can  inhibit  platelet  aggregation  and  prolon 
bleeding  time  Use  with  caution  in  patients  with  intrinsi 
coagulation  defects  and  those  taking  anticoagulant; 

Patients  should  report  signs  or  symptoms  of  gastroir 
testinal  ulceration  or  bleeding,  blurred  vision  or  othj 
eye  symptoms,  skin  rash,  weight  gain  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  ins» 
ficiency.  patients  on  prolonged  corticosteroid  therapi 
this  therapy  should  be  tapered  slowly  when  adding  Rufa 
DRUG  INTERACTION:  Coumarin-type  anticoagulant. 
The  physician  should  be  cautious  when  administenn 
Rufen  to  patients  on  anticoagulants. 

Aspirin.  Concomitant  use  may  decrease  Rufen  bloo 

|0y0|g 

PREGNANCY  AND  NURSING  MOTHERS:  Rule 
should  not  be  taken  during  pregnancy  nor  by  nursm 
mothers. 

ADVERSE  REACTIONS 

Incidence  greater  than  1% 
Gastrointestinal:  The  most  frequent  adverse  reactic 
IS  gastrointestinal  (4%  to  1 6%).  Includes  nausea*,  epiga 
trie  pain*,  heartburn*,  diarrhea,  abdominal  distrea 
nausea  and  vomiting,  indigestion,  constipation,  abdoa 
nal  cramps  or  pain,  fullness  of  Gl  tract  (bloating  ar 
flatulence).  Central  Nervous  System:  dizziness*,  hea 
ache,  nervousness.  Dermatologic:  rash*  (includir 
maculopapular  type),  pruritus.  Special  Senses:  tinnitu 
Metabolic:decreased  appetite,  edema,  fluid  retentio 
Fluid  retention  generally  responds  promptly  to  dr«  i 
discontinuation  (see  PRECAUTIONS).  | 

*lncidence  3%  to  9%.  | 

Incidence  less  than  1 in  100 
Gastrointestinal:  gastric  or  duodenal  ulcer  with  blee  { 
ing  and/or  perforation,  hemorrhage,  melena.  Centii 
Nervous  System:  depression,  insomnia.  Dermatolo  I 
ic:  vesiculobullous  eruptions,  urticaria,  erythema  mul 
forme.  Special  Senses:  amblyopia  (see  PRECAUTIOL 
Hematologic:  leukopenia,  decreased  hemoglot 

and  hematocrit.  Cardiovascular  congestive  he< 
failure  in  patients  with  marginal  cardiac  functic 
elevated  blood  pressure. 

Causal  relationship  unknown 
Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liv 
function.  Central  Nervous  System:  paresthesias,  h 
lucinations,  dream  abnormalities.  Dermatologic:  a 
pecia,  Stevens- Johnson  syndrome.  Special  Sense: 
Conjunctivitis,  diplopia,  optic  neuritis.  Hematologi 
hemolytic  anemia,  thrombocytopenia,  granulocytoper 
bleeding  episodes.  Allergic:  fever,  serum  sickne: 
lupus  erythematosus  syndrome.  Endocrine:  gyr 
comastia,  hypoglycemia.  Cardiovascular:  arrhythmi 
(Sinus  tachycardia,  bradycardia,  and  palpitation 
Renal:  decreased  creatinine  clearance,  polyuria,  a; 
temia. 

OVERDOSAGE:  Acute  overdosage,  the  stomach  shot 
be  emptied.  Rufen  is  acidic  and  excreted  in  the  urir 
alkaline  diuresis  may  benefit. 

DOSAGE  AND  ADMINISTRATION:  Rheumatoid 
thritis  and  osteoarthritis,  including  flareups  of  chroi 
disease:  Suggested  dosage  400  mg  t.i.d.  or  q.i.d. 

Mild  to  moderate  pain:  400  mg  every  4 to  6 hours 
necessary  for  relief  of  pain.  Do  not  exceed  2.400 1 
per  day 

CAUTION:  Federal  law  prohibits  dispensing  withe 
prescription. 

Boots  Pharmaceuticals,  Inc. 

Shreveport,  Louisiana  71106 


We  believe  private  psychiatric  treat- 
ment is  a vital  option  which  should  al- 
ways be  available  to  physicians  and 
their  patients.  Since  1939,  we  have  been 
dedicated  to  bringing  life's  potential 
within  the  grasp  of  our  patients. 

Through  our  adolescent  treatment 
program,  we  are  meeting  the  mental 
health  needs  of  a growing  group  of 
psychiatric  patients.  Willow  View  Hos- 
pital has  also  expanded  its  alcohol  re- 
habilitation program. 

The  administration  and  staff  invite 
you  to  become  better  acquainted  with 
the  services  we  offer  at  Willow  View. 


MEDICAL  STAFF 


Nolen  L.  Armstrong,  MD 
Harold  J.  Binder,  MD 
Wolfgang  K.  Huber,  MD 


Harold  G.  Sleeper,  MD 
Medical  Director 


Harald  S.  Krueger,  MD 
Joseph  B.  Ruffin,  MD 
Harold  G.  Sleeper,  MD 


Nolen  L Armstrong,  MD 
Chief  of  Staff 


Dolores  R.  Wiggins,  Hospital  Administrator 


2601  Spencer  Road 

P.O.  Box  11137  • Oklahoma  City,  Oklahoma  73136  • Phone  405  427-2441 
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Arthritis,  Rheumatism  and  Related  Diseases 


Lyman  C.  Veazey,  MD  Winfred  L Medcalf,  MD 

Lloyd  G.  McArthur,  PhD,  MD  Robert  C.  Troop,  PhD,  MD 

Edward  E.  Velayos,  MD,  FACP 


207  C Street  NW 


Ardmore,  Ok.  73401 

Phone  (405)  223-5180 


THE  CHICKASHA  CLINIC 
AND 

TIMBER  CREEK  BRANCH 


FAMILY  PRACTICE 
J.  W McDomel,  MD 
J O Wood.  Jr  , MD 
Don  R Hess.  MD 
Tim  Bohn.  MD 

INTERNAL  MEDICINE 
W S.  Harrison.  MD 
D L Slehr.  MD 
R S Davis,  MD 

GASTROENTEROLOGY 
C.  K Su.  MD 

CARDIOLOGY 

J T Bledsoe.  MD 

OBSTETRICS  AND  GYNECOLOGY 
Nancy  W Dever,  MD 
Alan  J Weedn,  MD 

PEDIATRICS 
R E Herndon,  MD 
E R Orr.  MD 
J E Freed.  MD 
M P.  Escobar.  MD 


MAIN  CLINIC 

2222  IOWA,  CHICKASHA,  OK  224-4853 


GENERAL  SURGERY  AND 
INDUSTRIAL  MEDICINE 

C R Gibson,  MD 

GENERAL  AND  VASCULAR  SURGERY 
Linda  M Johnson.  MD 
R D.  Redman.  MD 

THORACIC 

AND  VASCULAR  SURGERY 
Paul  B.  Loh.  MD 

PHYSICAL  MEDICINE  AND 
REHABILITATION 

Kumud  Vaidya.  MD 

OPHTHALMOLOGY 
John  D,  Fisher.  MD 

Accredited  A.A.H.C.,  Inc. 


UROLOGY 

K.  T Varma  MD 

ORTHOPEDIC  SURGERY 
W T Morris.  MD 
Keith  W Riggins.  MD 

RADIOLOGY  (Consulting) 
Don  Delzer,  MD 
J H.  Gardner.  MD 
J E Milton.  MD 

PHYSICIANS  ASSISTANTS 
W M OhI,  PA 
H.  L Watkins.  PA 
Myra  Campbell.  PA 

ADMINISTRATION 
James  W Loy 


TIMBER  CREEK  BRANCH 
ROUTE  3,  BOX  124M,  TUTTLE, 


OK  73089 
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INDUSTRIAL  MEDICINE  & 
INDUSTRIAL  SURGERY 

SELWYN  A.  WILLIS,  MD,  Inc. 
WILLIAM  G.  MAYS,  MD,  Inc. 

W.  F.  PHELPS,  MD 

RALPH  L.  NICHOLSON,  MD,  Inc. 

RICHARD  E.  WITT,  MD 


PEDIATRICS 

GEORGE  R.  KRIETMEYER,  MD,  Inc. 
HUGH  C.  GRAHAM,  JR.,  MD 
JOEL  K.  GIST,  MD 
PATRICK  J.  DALEY,  MD 

RADIOLOGY 

WILLIAM  K.  HICKS,  MD 


INTERNAL  MEDICINE  & 
EXECUTIVE  PHYSICALS 

ROBERT  T.  CRONK,  MD,  INC. 
WILLIAM  F.  EWING,  MD,  INC, 
BOYD  O.  WHITLOCK,  MD 
RICHARD  H.  REID,  MD 
R.  A.  SEARCY,  MD 
PHILIP  W.  PERRYMAN,  JR.,  MD 


WAYNE  KELLY,  MD 
JAMES  L.  BACON,  MD 
GLEN  L.  BERKENBILE,  MD 


GENERAL  SURGERY  ADMINISTRATION 

ROBERT  G.  PERRYMAN,  MD,  Inc.  JOSEPH  W.  RHINE 
FRANKLIN  S.  NELSON,  MD  F.  R.  (Rod)  GILES 


1923  East  21st  Street  Box  5221 8 •TULSA,  OKLAHOMA  74152  • PHONE  (918)  742-3341 


THE  McALESTER  CLINIC,  INC. 

1401  East  Van  Buren  Avenue 

McAlester,  Oklahoma  74501 

(918)  426-0240 

Complete  Clinic  Facilities 

INTERNAL  MEDICINE 

FAMILY  MEDICINE 

STEVEN  D.  ATWOOD,  MD 

JOHN  B.  COTTON,  MD 

CHARLES  K.  HOLLAND,  MD 

WILLIAM  E.  GUPTON,  MD 

R.  KERN  JACKSON,  MD 

FRANCIS  R.  LONERGAN,  MD 

KENNETH  P.  MILLER,  MD 

HOMER  C.  WHEELER,  MD 

LEROY  M.  MILTON,  MD 

OBSTETRICS-GYNECOLOGY 

PEDIATRICS 

ROBERT  G.  CATES,  MD 

DELTA  W.  BRIDGES,  JR.,  MD 

W.  RILEY  MURPHY,  JR.,  MD 

THURMAN  SHULLER,  MD 

GARY  L.  ROSE,  MD 

SURGERY 

OTOLARYNGOLOGY 

WILLIAM  G.  BLANCHARD,  MD,  FACS 

SAMUEL  E.  DAKIL,  MD 

GEORGE  M.  BROWN,  JR.,  MD,  FACS 

RADIOLOGY 

ADMINISTRATION 

BRUCE  H.  BROWN,  MD 

PAUL  B.  BISHOP 
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MEDICAL  ARTS  CLINIC  OF  ARDMORE, 

921  Fourteenth  Avenue  Northwest 
Ardmore,  Oklahoma  73401 

INC. 

General  Surgery 
THORNTON  KELL,  MD,  FACS 
*TOM  SPARKS,  MD,  FACS 

General  and  Vascular  Surgery 
*WILFRED  S.  GAUTHIER,  MD,  FACS 

Internal  Medicine 

J.  HOBSON  VEAZEY,  MD 

^CLIFFORD  LORENTZEN,  MD,  FACP 

*DAVID  D.  ROSE,  MD 

*JOE  R.  HAMILL.  MD 

*KEVIN  H.  REED,  MD 

Radiology  (Consultants) 
^MICHAEL  W.  BROWN,  MD 
*JAMES  A.  CHAPMAN,  MD 

Pediatrics 

^DEBORAH  N.  BAIRD,  MD 
GWEN  C.  FUENTES,  MD 

Pathology  (Consultant) 
*CARL  A.  SCHWEERS,  MD 

Administrator 
ROGER  H.  HUGHES 

Phone;  A/C  405-223-5311 

*Specialty  Board  Diplomate 

750  Northeast  13th  Street 
Near  the  Oklahoma  Health  Center 
(2  Blocks  East  of  Lincoln  Blvd.) 
Oklahoma  City,  Oklahoma 


Specializing  in  the  diagnosis 
and  treatment  of  allergic  diseases 
in  adults  and  children. 


George  S.  Bozalis,  MDf 
Vernon  D.  Cushing,  MDt* 
George  L.  Winn,  MDf 
Robert  S.  Ellis,  MDt* 
Lyle  W.  Burroughs,  MDf° 


Charles  D.  Haunschild,  MDf° 
James  H.  Wells,  MDt* 
John  R.  Bozalis,  MDt* 
James  D.  Lakin,  Ph.D.,  MDt* 
John  S.  Irons,  MDt° 


t Consultant 

t Diplomats  American  Board  of  Allergy  and  Immunology 
* Diplomats  American  Board  of  Internal  Medicine 
® Diplomats  American  Board  of  Pediatrics 


Post  Office  Box  26827 
Oklahoma  City,  Oklahoma  73126 
Telephone  (405)  271-3232 
Dwight  Mitchell,  Jr.,  Administrator 

By  appointment  8 a m.  to  5 p.m.  (Wednesday  and  Saturday  8 a m.  to  12  noon) 
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OKLAHOMA  CITY  CLINIC 

Multiple  Specialty  Clinic 

701  Northeast  10th  Street  Oklahoma  City,  Oklahoma  Telephone — 271-2700 


INTERNAL  MEDICINE 

INFECTIOUS  DISEASES 

W W Rucks.  Jr . MD 

Daniel  J.  Sexton.  MD 

William  S Pugsley,  MD 
Donald  G Preuss,  MD 
Earl  S.  Elliott.  Jr  . MD 

HEMATOLOGY-ONCOLOGY 

CARDIOLOGY 

Ralph  G.  Ganick.  MD 

Charles  W.  Cathey.  MD 

D R.cuard  isumael  MD 

Charles  W.  Robinson.  Jr..  MD 
Alexander  Poston.  MD 
Thomas  R.  Russell.  MD 

GENERAL  SURGERY 

Paul  C,  Houk.  MD 

Frank  G.  Gatchell.  MD 

Stanley  G Rockson.  MD 

Stephen  G.  ReMine.  MD 

ENDOCRINOLOGY 

James  L Males.  MD 

OBSTETRICS  AND  GYNECOLOGY 

Ronald  P,  Painton.  MD 

John  W Records,  MD 
Schales  L.  Atkinson.  MD 

GASTROENTEROLOGY 

Roger  D.  Quinn,  MO 

Malcolm  G.  Robinson.  MD 
David  A Neumann.  MD 
Gretchen  A McCoy.  MD 

Thomas  R.  Bryant,  MD 
Ronald  E,  Hemplmg,  MD 

PULMONARY  DISEASE 

ORTHOPEDIC  SURGERY 

William  W Cook.  MD 

Edwin  R Maier.  MD 

Mark  Steven  Fixley.  MD 

J Patrick  Livingston.  MD 

OTOLARYNGOLOGY 

RADIOLOGY 

Charles  J Wine.  MD 
Joseph  E Leonard.  MD 
Willard  B.  Moran,  Jr  , MD 

Edmond  H Kalmon.  Jr , MD 
Melvin  C.  Hicks.  MD 
J Kent  Chesnul,  MD 
Alan  M Elfron,  MD 

PEDIATRICS 

Howard  G.  Daniel.  MD 

James  E.  Mays.  Jr , MD 

Robyn  L.  Birdwell,  MD 

Hal  B Vorse,  MD 
William  J.  Kruse,  MD 

UROLOGY 

Gary  D McGann,  MD 
Mickey  E Crittenden.  MD 

Donald  D Albers,  MD 

Don  L Wilber,  MD 

William  F Barnes,  MD 

RHEUMATOLOGY 

CLINICAL  PSYCHOLOGY 

William  T-  Tatum,  Jr.,  MD 

Lucien  D,  Rose,  PhD 

DERMATOLOGY 

AMBULATORY  CARE 

William  J.  Sahl,  Jr  , MD 

Leslie  A Arneson,  MD 

CARDIOVASCULAR- 
THORACIC  SURGERY 

Kent  C.  Hensley,  MD 

Edward  R.  Munnell,  MD 
R Nathan  Grantham,  MD 

EXECUTIVE  DIRECTOR 

Paul  J,  Kanaly.  MD 

A Wayne  Coventon 

Orthopedic  & Arthritis  Center 

McBRIDE  CLINIC,  Inc. 

1111  North  Dewey  / Oklahoma  City,  Oklahoma  / 232-0341 


DEPARTMENT  OF  ORTHOPEDICS 
^Marvin  K.  Margo,  MD,  FACS 
*James  P.  Bell,  MD,  FACS 
^Stephen  Tkach,  MD,  FACS 
^Joseph  F.  Messenbaugh  III,  MD,  FACS 
*].  Patrick  Evans,  MD,  FACS 
*Edwin  E.  Rice,  MD,  FACS 
*Warren  G.  Low,  MD 
^Thomas  C.  Howard,  III,  MD 


DEPARTMENT  OF  ARTHRITIS 
John  A.  Blaschke,  MD 
Mary  L.  Duffy  Honick,  MD 
■^Richard  ].  Hess,  MD,  FACP 
*Jon  W.  Blaschke,  MD 
*R.  Eugene  Arthur,  MD 


DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 
Robert  R.  Dugan,  MD 
James  S.  Petty,  MD 


■^Specialty  Board  Diplomate 


MANAGEMENT  SERVICES 
James  A.  Hyde,  Administrator 
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Shawnee  Medical  Center  Clinic 

, Inc. 

2801  N.  SARATOGA 

P.O.  BOX  849  / SHAWNEE,  OKLAHOMA  74801  / Phone:  405-273-5801 

ALLERGY 

INDUSTRIAL  MEDICINE 

OBSTETRICS,  GYNECOLOGY 

PEDIATRICS 

A M.  Bell,  MD* 

A.  M.  Bell,  MD 

Paul  B.  Edmonds,  MD* 

A.  M.  Bell,  MD* 

Jake  Jones,  Jr.,  MD 

Richard  E.  Jones,  MD* 

Jake  Jones,  Jr.,  MD* 

R.  K.  Mohan,  MD 

Robert  S.  McCrea,  MD* 

R.  K.  Mohan,  MD* 

anesthesiology  consultants 

Ellis  Brown,  MD* 
Michael  Daughety,  MD* 

dermatology 

INTERNAL  MEDICINE 

Merle  L.  Davis,  MD 
Larry  D.  Fetzer,  MD 
Eldon  V.  Gibson,  MD* 

ORTHOPEDIC  SURGERY 

T.  A.  Balan,  MD,  FAAOS* 

R.  M.  Kamath,  MD,  MS*  (Ortho) 

RADIOLOGY  CONSULTANTS 

William  Phillips,  MD* 

Robert  G.  Wilson,  MD* 

Bert  C.  Frichol,  III,  MD* 

OTORHINOLARYNGOLOGY 

Cranfill  K.  Wisdom.  MD* 

John  R.  Hayes,  MD 

D.  A.  Mace,  MD 

FAMILY  PRACTICE 

S.  Rishi,  MD* 

UROLOGY 

K.  T.  Mosley,  Jr.,  MD 

N.  M.  Kolecha,  MD* 

GENERAL  SURGERY 

neonatology 

PATHOLOGY  CONSULTANT 

ADMINISTRATOR 

Frank  H.  Howard,  MD* 

R.  K.  Mohan,  MD 

David  L.  McBride,  MD* 

W.  J.  Birney 

Jerold  D.  Kethley,  MD 
Jeffrey  L.  Wallace,  MD* 

* Board  Certified 

j 

THORACIC  and  CARDIOVASCULAR  SURGERY 

A Professional  Corporation 

3400  N.W.  Expressway 
Oklahoma  City,  Oklahoma  73112 

Cardiac,  Thoracic,  Peripheral 
Vascular,  Endoscopy 

Allen  E.  Greer,  MD  William  D.  Hawley,  MD 

John  M.  Carey,  MD  James  M.  Hartsuck,  MD 

Nazih  Zuhdi,  MD  R.  Darryl  Fisher,  MD 

Certified  American  Board  of  Surgery 
Certified  American  Board  of  Thoracic  Surgery 

Telephone  405  - 946-5641 
Toll  Free  800  - 522-6525 
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GENERAL  AND  CARDIOVASCULAR  NUCLEAR  MEDICINE 

DEVAKI  GANESAN,  MD 

1211  North  Shartel,  Suite  304,  Oklahoma  City,  Oklahoma  73103 

Office:  236-8644 

Exchange:  523-1685 

Thyroid  Uptake  and  Imaging 

Brain  Flow  and  Imaging 

Salivary  Gland  Imaging 

Cisternography  and  Shunt  Patency  Studies 

Liver  Function  w/Rose  Bengal  etc. 

Renal  Flow,  Function  and  Imaging 

Liver  and  Spleen  Imaging 

Gallium  Scanning,  for  Tumor  and  Infection 

Bowel  Imaging 

Rest  and  Exer.  Nuclear  Ventriculography 

Gastric  Emptying 

Thallium  Myocardial,  rest  and  exercise 

Gastroesophageal  Reflux 

imaging 

Pulmonary  Perfusion  Imaging 

Intracardiac  Shunt  Quantification 

PLASTIC  & RECONSTRUCTIVE  SURGERY  CLINIC,  INC 

Edward  A.  Shadid,  MD,  FACS 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 


1117  N.  Shartel 


405  232-7592  Oklahoma  City,  Oklahoma  73103 

Board  Certified  in  Plastic  Surgery 


M.  D.  Peyton,  MD,  Inc. 

Cardiovascular  And  Thoracic  Surgery 

Certified  American  Board  of  Surgery 
Certified  American  Board  of  Thoracic  Surgery 


1044  S.W.  44 
Suite  520 

Oklahoma  City,  OK  73109 
(405)  631-8665 


ANSWERING  SERVICE 
(405)  556-0126 


1211  N.  Shartel 
Suite  706 

Oklahoma  City,  OK  73102 
(405)  232-6934 


OKLAHOMA  HAND 
SURGERY  CENTER,  INC. 

Carlos  A.  Garcia-Moral,  MD,  FACS 
405/232-3210 

711  Stanton  L.  Young  Boulevard,  Suite  510  Oklahoma  City,  Ok  73104 
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OKLAHOMA  PLASTIC  & RECONSTRUCTIVE  SURGEONS,  INC. 

W.  Edward  Dalton,  MD,  FACS  Paul  Silverstein,  MD,  FACS  J.  Michael  Kelly,  MD,  FACS 
Plastic,  Reconstructive  & Cosmetic  Surgery;  Surgery  of  the  Hand  & Congenital  Deformities; 
Oncologic  Surgery  of  the  Head  and  Neck,  Burn  Surgery 

3400  NW  Expressway,  Oklahoma  City,  Okla.  73112 
(405)  946-0731 

Board  Certified  in  Plastic  Surgery 
Board  Certified  in  General  Surgery 


TIMBERLAWN 

PSYCHIATRIC  HOSPITAL 
214/381-7181 /P.O.  Box  11288/Dallas,  Texas  75223 

Psychiatric  Hospital  • Day  Hospital 
Department  of  Outpatient  Psychiatry 
Department  of  Child  and  Adolescent  Psychiatry 
Family  Assessment  Center  • Headache  Clinic 
Psychiatric  Residency  Program 
Established  in  1917 


PSYCHIATRIST-IN.CHIEF 
Jerry  M.  Lewis.  M.D. 

MEDICAL  DIRECTOR 
Doyle  I.  Carson,  M.D. 

DIRECTOR  OF  PROFESSIONAL  EDUCATION 
Keith  H.  Johansen.  M.D. 

MEDICAL  STAFF 
Howard  M.  Burkett.  M.D. 

James  K.  Peden.  M.D. 

Charles  G.  Markward.  M.D. 

Byron  L.  Howard.  M.D. 

Roy  H.  Fanoni,  M.D. 

Carol  A.  Lewis,  M.D. 

Mark  P.  Unterberg,  M.D. 

John  G.  Looney,  M.D. 

Kathleen  B.  Erdman,  M.D. 

Don  C.  Payne,  M.D. 

Mark  J.  Blotcky,  M.D. 

Anne  Anderson,  M.D. 

Paul  M.  Hamilton,  M.D. 

William  W.  Estabrook,  III,  M.D. 

L.  Dwight  Holden.  M.D. 

James  K.  Witachy.  M.D. 

SENIOR  CONSULTANT 
Perry  C.  Talkington,  M.D. 

CLINICAL  PSYCHOLOGY 
Dale  R.  Turner,  Ph.D. 

John  T.  Gossett,  Ph.D. 

Robert  W.  Hagebak.  Ph.D. 

Daniel  L.  Logan.  Ph.D. 

Thomas  Dimperio,  Ph.D. 

SOCUL  WORK  DEPARTMENT 
Robert  P.  Stewart,  M.S.&W. 

Peggy  B.  Nash,  M.S.W. 

CecilijB  C.  Garton,  M.S.S.W. 

Sally  Mazson,  M.S.S.W. 

Keith  D.  Grace.  M.S.W. 

Dan  Bruce,  M.S.W. 

Marcelo  Matamoros,  M.S.S.W. 
OCCUPATIONAL  THERAPY 
Geraldine  Skinner,  O.T.R. 

Director 

RECREATIONAL  THERAPY 
Edward  R.  Supina,  M.T.R.S. 

Director 

DHIECTOR  OF  NX’RSES 
Mae  Belle  James,  R.N. 

ADMINISTRATOR 
Ralph  M.  Barnette,  Jr. 


1982  PAIN  & STRESS  MANAGEMENT  WORKSHOPS 


March  6 Vancouver 

March  19  Portland,  OR 

March  26  San  Francisco,  CA 

March  30  Springfield,  MO 

May  7-9  Seattle,  WA 


May  13-15 

June  1 1 
July  19 
Nov.  6-7 


Springfield,  MO 
with  10  experts 
Houston,  TX 
Stevens  Point,  Wl 
Milwaukee,  Wl 


Write  or  Phone  for  Patient  or  Workshop  Information: 

The  Shealy  Pain  and  Health  Rehabilitation  Center 

1919  South  Freemont  C.  Norman  Shealy,  MD,  Director  Springfield,  MO  65804 

(608)  786-061 1 
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ALLERGY 

NORTHWEST  ALLERGY  CLINIC 

Medicil  Tow»r  Bulld'nc  Sulti  501 

John  L.  Davis,  AAO 
J141  N.W.  Exprassway 
Oklahoma  City,  Oklahoma  7S11J 
405  143,4419 


OKLAHOMA  ALLERGY  CLINIC,  INC. 

Spaeiallling  In  the  Diagnosis  and  Traafment  of  Allarglc  Ditaasa 

Gaorge  S.  Boialls,  MDJ  Charles  D.  Haunschlld,  MDf* 

Vernon  D.  Cushing,  MD|*  James  H.  Wells,  MDf* 

Gaorga  L.  Winn,  MDf  John  R.  Bozalls,  MDf* 

Robart  S.  eills,  MDf*  Jamas  D.  Lakin,  Ph.D.,  MDf* 

Lyla  W.  Burroughs,  MOf*  John  S.  Irons,  MDf® 

t Consultant 

I Diplomats  Amarican  Board  of  Allergy  and  Immunology 

• Diplomats  Amarican  Board  of  Internal  Medicine 

* Diplomats  Amarican  Board  of  Pediatrics 

Office  Address;  v.ail  Address; 

750  Northeast  13th  Street  Post  Office  Box  24827 

Talaphona  405  271-3332  Oklahoma  City,  OK  73124 


JAMES  A.  MURRAY,  MD,  INC. 

Diagnosis  and  Treatment  ot  Allergic  Diseases 
Adults  and  Children 
JAMES  A.  MURRAY,  MD 
Fellow  American  Academy  of  Allergy 
Fellow  American  College  of  Allergists 
Diplomats  American  Board  of  Allergy  and  Immunology 
Suita  101  South  Yale  Avenue 

Warren  Professional  Building  492-0484 

Tulsa,  Oklahoma  74177 


AEROSPACE  MEDICINE 


CLYDE  A.  LYNN,  BA,  MPH,  MD 
Board  Certified,  Aerospace  Medicine 
Fellow,  American  College  of  Preventive  Medicine 
Flight  Surgeon,  US  Army  and  Navy 
Commerical  Pilot  and  Flight  Instructor,  Instrument  and  Multi-engine 
Referals  for  Medical  Certification  of  Pilots  Accepted 
by  Appointment 

1317  B.-xiokkaven  Blvd.  (405) 

Norman,  OK  73049  329-2425 

Senior  Aviation  Medical  Examiner 
FAA  NO.  07448-1 


CARDIOLOGY 


STANLEY  R.  McCAMPBELL,  MD 
Cardiology  and  Electrocardiography 

1211  North  Shartei  234-1295 

Oklahoma  City,  Oklahoma 


CARDIOVASCULAR 


CARDIOVASCULAR  ASSOCIATES 
Adult  Cardiovascular  Diseases 
Cardiac  Cathsrization,  Aortography  and  Selective  Coronary 
Arteriography 

Telephone  Electrocardiography  (24  hr.  service).  Treadmill 
Effort  Tolerance,  Hypertensive  Evaluation 
*J.  J.  Donnell,  MD  947-2554  *J.  L.  Bressle,  MD  944-0548 

•G.  L.  Honick,  MD  943-E428  A.  F.  Elliott,  MD  943-8421 

A.  S.  Dahr,  MD  947-2321 

•Certified  by  the  American  Board  of  Cardiovascular  Disease 
Doctors  Medical  Building 

8th  Floor  5700  N.W.  Grand  Blvd.  Oklahoma  City,  Oklahoma  73113 


DERMATOLOGY 


HERVEY  A.  FOERSTER,  MD 
Practice  Limited  to  Diseases  of  the  Skin 
903  Medical  Tower 
3141  N.W.  Expressway 

Oklahoma  City,  Okla.  73112  Telephone  842-1733 

RONALD  W.  GILCHRIST,  JR.,  MD 
Diseases  and  Malignancies  of  the  Skin 
X-Ray  Therapy 

4200  South  Douglas  Avenue  432-5545 

South  Community  Medical  Center  Oklahoma  City,  Oklahoma 

ROBERT  L.  OLSON,  MD 
Diseases  of  the  Skin 
Skin  Cancers 

Suite  707  942-8825 

3400  N.W.  Expressway Oklahoma  City,  Oklahoma  73112 

SKIN  8.  SKIN  CANCER  CENTER,  INC. 

C.  Jack  Young,  MD 

Radium  Therapy  Hemangiomas  X-Ray  Therapy 

CLINIC  BUILDING  3434  N.W.  54th 

OKLAHOMA  CITY,  OKLAHOMA  944-5478 


ENDOCRINOLOGY  - METABOLISM  - DIABETES 


JOHN  WHITFIELD  DRAKE,  MD 
Diplomate  American  Board  of  Infernal  Medicine 
In  Endocrinology 

Baptist  Medical  Center  / 949-3284 

3300  N.W.  Expressway  Oklahoma  City,  Oklahoma  73112 


EYE,  EAR,  NOSE  AND  THROAT 


John  W.  Huneke,  MD,  FACS,  Inc. 

Diseases  and  Surgery  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
Phone  332-1880  1414  Arlington  Suite  2300 

Ada,  Oklahoma  74820 


JAMES  B MILLS,  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 

JAY  C.  JOHNSTON,  MD  232-5543 

Lacrimal  Surgery,  Dacryocystorhinostomy,  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 

425  NW  11th  Street  Oklahoma  City  73103 


NEUROPSYCHIATRY 


HAROLD  G.  SLEEPER,  MD,  FAPA 

Diplomate  Amarican  Board  of  Psychiatry 
and  Neurology  In  Psychiatry 

Practice  Limited  to 
Psychiatry  — Electroencephalography 

434-5293  2403  Spencer  Road  Res.  478-2589 

Spencer,  Oklahoma  73084 


CARDIOVASCULAR  CLINIC 

Wm.  Best  Tnompson,  MD  Ronald  H.  White,  MD 

(Salon  P.  Robbins,  MD  William  J.  Fors,  MD 

William  S.  Myers,  MD  W.  H.  Oehlert,  MD 

Lawrence  A/L  Higgs,  MD  Charles  F.  Bethea,  MD 

CARDIOVASCULAR  DISEASES 


Cardiac  catnerterlzatlon,  aortography  and  coronary  arteriography 
Coronary  and  peripheral  angioplasty,  telephone  electrocardiography 
and  echocardiography 

Nuciear  cardiology  and  Treadmill  effort  tolerance 
CARDIOVASCULAR  BUILDING 

3300  Northwest  54th  Oklahoma  City,  Okla.  73112  Telephone  947-3341 


Midwest 


CARL  ROY  SMITH,  MD,  INC. 

Diplomate  of  American  Board  of  Psychiatry  and 
Neurology  In  Psychiatry 

2828  Parklawn  Drive,  Suite  3 

City,  Oklahoma  73110  Telephone  737-4845 
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OTOLARYNGOLOGY 
HEAD  AND  NECK  SURGERY 


RAYMOND  J.  DOUGHERTY,  MD 


Oklahoma  Otolaryngology  Associates 
RAYMOND  0.  SMITH,  JR.,  MD,  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
4200  West  Memorial  Road,  Suite  &06 
Oklahoma  City,  Oklahoma  73120 
Phone  405  7SS-1930 


ORTHOPEDICS 


DON  H.  O'DONOGHUE,  MD 
Consulting  & Diagnostic  Clinics  by  Appointment 

O'Donoghue  Rehabilitation  Institute 
1111  North  Lee  1122  N.E.  13th  Street 

Oklahoma  City,  OK  73103  Oklahoma  City,  OK  73126 

235-8385  271-3682 


ORTHOPEDIC  SURGERY  AFFILIATES,  INC. 

1044  S.W.  44th 

Oklahoma  City,  Oklahoma  73109 
405  631-7444 

Dale  R.  Butler,  MD,  FACS  G.  David  Casper,  MD 

J.  A.  Rosacker,  MD 

JOHN  RAYMOND  STACY,  MD,  FACS 
DIplomate  American  Board  of  Orthopedic  Surgery 
Orthopedic  and  Fracture  Surgeon 

415  N.W.  12th  St.  235^15 

Oklahoma  City,  Oklahoma 

TERRENCE  H.  BORING,  MO 

Orthopedic  Surgeon 

119  Patten  Drive  Ponca  City,  Oklahoma  74601 


DIplomate  American  Board  of  Pulmonary  Dlseaea 
Practice  Limited  to  Pulmonary  Disease 
204  Pasteur  Building  aS-1701 

Oklahoma  City,  Oklahoma  73103 


NORMAN  K.  IMES,  MD 
JOHN  A.  JUERS,  MD 

Diplomates:  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  • Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 

3330  N.W.  56  Street  405  949.9400 

Oklahoma  City,  Oklahoma  73112 


RADIOLOGY 


RADIOLOGY  ASSOCIATES,  INC. 

JAMES  T.  BOGGS,  MD  LINDBERGH  J.  RAHHAL,  MD 

ROBERT  SUKMAN,  MD,  FACR  RALF  E.  TAUPMANN,  MD 

WILLIAM  R.  ALBRACHT,  MD  GARY  G.  ROBERTS,  MD 

ROGER  B.  COLLINS,  MD  JOHN  R.  OWEN,  MD 

GEORGE  BEN  CARTER,  MD  HAROLD  D.  DAVIDSON,  MD 

RICHARD  B.  PRICE,  MD,  FACR,  DABNM 

MICHAEL  A.  SARTIN,  MD  JAY  A.  HAROLDS,  MD,  DABNM 

Diplomates  American  Board  of  Radiology 
X-Ray  - Diagnosis  including  Ultra  Sonography,  Xeromammography, 
Radiation  Therapy  — Nuclear  Medicine 
204  Medical  Tower  Bldg. 

848-7741  Baptist  Medical  Center 


405  765-8240 


PEDIATRIC  SURGERY 


400  Physicians  Professional  Bldg. 
943-9646 

700  Doctors  Medical  Bldg. 
946-9923 


Bethany  General  Hospital 
Deaconess  General  Hospital 


E.  loe  Smith,  MD*  Wm.  P.  Tunell,  MD*  James  A.  Carson,  MD* 
940  N.E.  13th  Street 

Oklahoma  City,  Oklahoma  73126  405  271-5922 

*American  Board  of  Surgery  — 

Special  Competence  in  Pediatric  Surgery 


PSYCHIATRY 


SURGERY 


ROBERT  B.  HOWARD,  MD,  FACS 
Certified  American  Board  of  Surgery 
Practice  Limited  to  General  Surgery  and 
Diseases  of  the  Thyroid  Gland 

544  Pasteur  Medical  Bldg.  Phone  235-2341  Oklahoma  City 


LARRY  PRATER,  MD 
Practice  Limited  to  Psychiatry 
Suite  704  Presbyterian  Professional  Building 
711  Stanton  L.  Young  Boulevard 

Oklahoma  City,  Oklahoma  73104  271-6677  or  528-5950 

PSYCHIATRY 

Charles  E.  Smith,  MD,  FAPA,  FACP 
Robert  J.  Outlaw,  MD,  FAPA 
R.  Murali  Krishna,  MD,  N1APA 
Diplomates  of  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 

Thurman  E.  Coburn,  PhD,  Licensed  Clinical  Psychologist 
David  Schwartz,  ACSW,  Clinical  Psychiatric  Social  Worker 
Suite  308  1211  North  Shartel  272-0734 

Physicians  & Surgeons  Building Oklahoma  City  73103  

PULMONARY  DISEASE 


STEPHEN  N.  ADLER.  MD 
Dipicmate 

Amcricsn  Board  of  Internal  Medicine 
Arrericor  Board  of  internai  Medicine- Pulmonary  Disease 
Pulmonary  Medicine 
ribcrcpTic  Bronchoscopy 
Lung  Needle  Biopsy 

r uimanary  Function  and  Methachcilne  Testing 
Critical  Care  Medicine 

Fuifrionary  Artery  (Swan-Ganz)  Caineterization 
Mercy  uuctors  Tower  4200  Memorial  Road 

ukiahoma  City,  OK  73120  (405)  755-4290 


RECONSTRUCTIVE  AND  PLASTIC  SURGERY 


PARAMJIT  S.  BAJAJ,  MD,  FACS 
FRCS  (England),  FRCS  (Edinburgh) 

Certified  American  Board  of  Plastic  Surgery 
. Plastic  and  Reconstructive  Surgery 
Maxillofacial  and  Cosmetic  Surgery 
Surgery  of  the  Hand 

1211  N.  Shartel 

Suite  600  235-6671  Oklahoma  City,  Okie.  73103 

LEONARD  H.  BROWN,  MD 
DIplomate  American  Board  of  Surgery 
DIplomate  American  Board  of  Plastic  Surgery 
Plastic  and  Reconstructive  Surgery 
Cosmetic  Surgery 

6913  S.  Canton  Tulsa,  Oklahoma  74136  492-3964 

WILLIAM  J.  FORREST,  MD 
Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3400  N.W.  Expressway  947-8760 

Oklahoma  City 
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JOSEPH  W.  HAYHURST,  MD 


Plastic  and  Cosmetic  Surgery 
Hand  and  Microsurgery 

Board  Certified  American  Board  of  Plastic  Surgery 

815  N.W.  12th  Street  Office  232-11A4 

Oklahoma  City,  Oklahoma  73106  Home  ■42A-1200 

HERBERT  M.  KRAVITZ,  MD,  FACS 

Diplomat*  American  Board  of  Plastic  Surgory 

Raconatructlva,  Cosmetic,  and  Hand  Surgery 

Otric*  2620  Northwest  Expressway 

Oklahoma  City,  Oklahoma 


FRED  R.  MARTIN,  MD 


JOHN  AA.  CLARK,  MD 


Ml  St.  John'*  Doctors  Bldg. 
1705  East  19th  Street 
Tulsa,  Oklahoma  74104 
74S-4U1 


810  Warren  Professional  Bldg 
6465  South  Yale  Ave. 
Tulsa,  Oklahoma  74136 
492-6131 


DIplomates  American  Board  ot  Plastic  Surgery 


UROLOOY 


A.  de  QUEVEDO,  MD,  Inc. 

Diplomat*  of  the  American  Board  of  Urology 
Suit*  604  232-1333  1211  N.  Shartal 

Oklahoma  City,  Oklahoma  73103 


BARNEY  J.  LIMES,  MD 
Practice  Limited  to  Urology 
Physicians  and  Surgeons,  Bldg. 
1211  N.  Shartel 
Oklahoma  City 
Phone  235-0315 


GENE  T.  BAUMGARNER,  MD,  FACS 
Diplomate  of  the  American  Board  of  Urology 
Mercy  Doctors  Tower 
4200  West  Memorial  Road 

Oklahoma  City,  Oklahoma  73120  405  755-3723 

Clark  Hyde,  MD,  FACS  James  R.  Wendelken,  MD,  FACS 

Robert  0.  Raulston,  MD,  FACS 
DIplomates  American  Board  of  Urology 

1211  North  Shartel  2801  Parklawn 

Suite  208  Suite  300 

Oklahoma  City,  OK  73103  Midwest  City,  OK  73110 

(405  ) 232-0273  ( 405  ) 737-6877 


CHARLES  L.  REYNOLDS,  JR.,  MD,  FACS,  FICS 
DIPLOMATE  of  the  AMERICAN  BOARD  of  UROLOGY 
DISEASES  of  the  KIDNEY,  BLADDER,  and  PROSTATE 
GENITOURINARY  SURGERY 
FEMALE  URINARY  TRACT  DISEASE 
PEDIATRIC  UROLOGY 
MICROSURGERY  for  INFERTILITY 
PROSTHETIC  SURGERY  for  IMPOTENCY 
RENAL  PHYSIOLOGY  LABORATORY 
URODYNAMICS  LABORATORY 

3)13  Northwest  Expressway  Oklahoma  City,  Oklahoma  73112 

Toll  Free  (800  ) 522-8668 

Office  (405  ) 843-5761  Residence  (405  ) 842-6420 

If  No  Answer  (405  ) 523-1999 


OKLAHOMA 


OS 

PC 


CLINIC 


Oklahoma  Spine/Pain  Clinic 

Multi-(jisclplinary  approach 
to  evaluation  an(j  treatment 
of  acute  or  chronic  musculoskeletal  pain. 


William  N.  Harsha,  MD 
Diplomate  American  Board  Orthopaedic  Surgery 


Doctors  Medical  Building 
Oklahoma  City,  Oklahoma  73112 
5700  N.W.  Grand  Blvd. 

(405)  943-9561 


UROLOGICAL  and 
GENITOURINARY  SURGERY 

CHARLES  L.  REYNOLDS,  JR.,  MD,  FACS,  FICS 
DIPLOMATE  of  the  AMERICAN  BOARD 
of  UROLOGY 

DISEASES  of  ihe  KIDNEY, 

BLADDER  and  PROSTATE 

GENITOURINARY  SURGERY 
FEMALE  URINARY  TRACT  DISEASE 
PEDIATRIC  UROLOGY 
MICROSURGERY  for  INFERTILITY 
PROSTHETIC  SURGERY  for  IMPOTENCY 
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1982  Convention  — 

Diamond  Jubilee 

Have  you  blocked  May 
5-8  on  your  calendar  as  a 
"must  attend”  meeting?  I 
hope  so  as  that  is  when 
the  Oklahoma  State  Med- 
ical Association  Auxiliary 
is  holding  its  annual  con- 
vention in  downtown 
Oklahoma  City  at  the 
Skirvin  Hotel.  Our  theme 
will  be  "75  Years  of  Auxiliary  in  Oklahoma”  so 
share  in  this  Diamond  Jubilee  celebration.  Be 
sure  and  watch  for  the  April  issue  of  the  OSMA 
Journal  to  see  the  full  schedule  of  events. 

It  is  with  great  pleasure  that  I announce  our 
convention  AMA  Auxiliary  guest  — Isobel 
Dvorsky  (Mrs.  Harry  S.),  President  of  the  AMA 
Auxiliary!  Isobel  is  not  only  an  exciting  person 
to  visit  with  but  a very  dynamic  speaker.  She 
hails  from  California  but  was  born  in  Chicago 
and  holds  a BA  in  speech  pathology  from  the 
University  of  Iowa.  Before  assuming  the  office 
of  AMA  Auxiliary  president,  she  was  a speech 
therapist  in  the  public  schools  in  San  Leandro, 
California.  In  addition,  she  was  responsible  for 


helping  to  start  a state  pilot  program  in  learn- 
ing disabilities  and  is  a member  of  the  state 
committee  with  that  responsibility. 

Mrs  Dvorsky  has  been  a member  of  the  AMA 
Auxiliary  Board  of  Directors  since  1975  and 
has  served  the  national  auxiliary  as  a Project 
Bank  area  counselor,  Long-Range  Planning 
Committee  member.  Western  Regional  vice 
president  and  first  vice  president.  She  has  also 
been  a member  and  chairman  of  the  national 
Membership  Committee. 

On  the  state  level,  Mrs  Dvorsky  was  state 
president,  editor,  and  board  member,  as  well  as 
a member  of  the  committee  which  began  Pro- 
ject Re-Entry,  a program  for  stroke  victims; 
and  a member  of  the  original  committee  and 
co-author  of  the  manual  for  Project  LEARN,  a 
program  for  children  with  learning  dis- 
abilities. 

Active  in  community  affairs,  Mrs  Dvorsky  is 
a member  of  the  League  of  Women  Voters,  the 
AAUW,  and  California  Elected  Women’s  As- 
sociation. She  is  a City  Commissioner  for  Park 
and  Recreation  in  San  Leandro;  and  serves  on 
a special  city  task  force  of  parks  and  recrea- 
tion, the  Historical  Commission,  and  the 
Shoreline  Development  Committee.  Sherry  S. 
Strebel,  President  □ 
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Dr  L.  Sam  Musallam,  of  Oklahoma  City,  has 
been  appointed  to  the  Public  Relations  Com- 
mittee of  the  American  Academy  of  Family 
Physicians  (AAFP).  The  A AFP  is  the  nation’s 
second  largest  medical  organization.  Other 
Oklahomans  serving  on  AAFP  committees  in- 
clude Dr  Kenneth  Whittington,  of  Bethany, 
who  was  reappointed  to  the  Chapter  Affairs 
Committee,  and  Dr  Arnold  Nelson,  of  Midwest 
City,  who  serves  on  the  Member  Service  Com- 
mittee. 


The  1983  National  Conference  on  High 
Blood  Pressure  Control  will  be  held  April 
20-22  at  the  Washington  Hilton  Hotel, 
Washington,  DC.  Dr  Robert  I.  Levy,  former  di- 
rector of  the  National  Heart,  Lung,  and  Blood 
Institute,  will  chair  the  conference.  The  theme 
will  be  "Challenge  of  Change  in  Hypertension 
Control:  Maintaining  the  Momentum.”  Ab- 
stract submission  forms  will  be  available  in 
May.  To  be  put  on  a list  to  receive  these  forms, 
contact:  Abstract  Committee,  National  Con- 
ference on  HBP  Control,  Kappa  Systems,  1501 
Wilson  Boulevard,  Arlington,  VA  22209. 


Dr  Irvin  Yalom,  nationally  acclaimed  expert 
in  group  psychotherapy,  will  be  the  featured 
faculty  member  at  a state-wide  conference 
planned  by  the  Oklahoma  Chapter  of  the  Na- 
tional Association  of  Social  Workers.  The  con- 
ference is  scheduled  for  March  25-26  at  the 
Pebbletree  Inn  in  Oklahoma  City.  Conference 
workshops  will  focus  on  such  topics  as  social 
work  administration,  community  organization, 
and  clinical  work  with  adolescents.  Informa- 
tion on  registration  can  be  obtained  by  writing 
PO  Box  2609,  Norman,  OK  73070. 


The  US  Department  of  Health  and  Human 
Services  (HHS)  has  set  up  a task  force  on  hos- 
pital deregulation  to  coordinate  and  expedite 
the  efforts  of  its  various  operating  agencies  to 
reduce,  eliminate,  or  consolidate  their  rules. 
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Robert  Helms,  deputy  assistant  secretary  for 
planning  and  evaluation,  is  heading  the  task 
force.  Task  force  members  include  representa- 
tives from  the  Health  Care  Financing 
Administration’s  Task  Force  on  Regulatory 
Reform  and  the  Office  of  the  Assistant  Secret- 
ary for  Health.  The  task  force  was  formed  in 
response  to  directives  of  the  Presidential  Task 
Force  on  Regulatory  Relief  headed  by  Vice- 
President  George  Bush. 


The  American  Lung  Association  of  Okla- 
homa announces  the  29th  Annual  Oklahoma 
Thoracic  Society  Pulmonary  Conference  to  be 
held  June  11-13  at  Western  Hills  Lodge  in 
Wagoner,  Oklahoma.  Featured  speakers  in- 
clude Roger  C.  Bone,  MD,  Pulmonary  Disease 
Section,  University  of  Arkansas,  and  James  A. 
Merchant,  MD,  Preventive  Medicine  and  En- 
vironmental Health,  University  of  Iowa.  Dr 
Bone  will  present  the  Richard  M.  Burke,  MD, 
Honorary  Lecture  on  "Adult  Respiratory  Dis- 
tress Syndrome,”  and  Dr  Merchant  will  speak 
on  "Occupational  and  Industrial  Lung  Dis- 
ease.” For  more  information  call  the  lung  as- 
sociation at  (405)  524-8471. 


The  AMA  has  received  a $300,000  contract 
to  help  the  National  Health  Service  Corps 
(NHSC)  place  private-practice  option  physi- 
cians in  communities  where  their  practices 
will  have  a good  chance  for  success.  NHSC 
scholarship  physicians  who  elect  to  take  the 
private-practice  option  are  released  from  their 
government  obligations  if  they  establish  prac- 
tices in  areas  where  there  is  a shortage  of 
health  manpower.  Under  the  new  program,  the 
AMA  will  identify  and  develop  potential  sites 
by  matching  a list  of  physician  vacancies  to  a 
list  of  shortage  areas  and  by  working  with  local 
and  state  medical  organizations  to  assure  that 
the  communities  are  receptive  to  the  place- 
ments. For  information  on  the  program,  con- 
tact the  Department  of  Health  Care  Resources, 
AMA  Heaquarters,  (302)  751-5111.  □ 
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effectiveness 
against  common 
uropathogens 


in  acute 
otitis  media 
in  children... 

effective  against 
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pathogens...  with 
b.i.d.  convenience 


in  acute  ex- 
acerbations 
of  chronic 
bronchitis 
in  adults... 

clears  the  sputum 
and  lowers  its 
volume. . .on  b.i.d. 
dosage 


Before  prescribing,  please  consult  complete  product  Information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  Infections  due  to 
susceptible  strains  of  the  following  organisms:  Escherichia  coll,  Klebslella-Entero- 
bacter,  Proteus  mirabllls,  Proteus  vulgaris,  Proteus  morganll.  It  Is  recommended  that 
Initial  episodes  of  uncomplicated  urinary  tract  Infections  be  treated  with  a single 
effective  antibacterial  agent  rather  than  the  combination.  Note:  The  increasing 
frequency  of  resistant  organisms  limits  the  usefulness  of  all  antibacterials,  especially  in 
these  urinary  tract  infections. 

For  acute  otitis  media  In  children  due  to  susceptible  strains  of  Haemophilus 
Irilluenzae  or  Streptococcus  pneumoniae  when  In  physician's  judgment  It  offers  an 
advantage  over  other  antimicrobials.  Limited  clinical  information  presently 
available  on  effectiveness  of  treatment  of  otitis  media  with  Bactrim  when  Infection 
Is  due  to  ampiclllln-resistant  Haemophilus  Intluenzae.  To  date,  there  are  limited 
data  on  the  safety  of  repeated  use  of  Bactrim  In  children  under  two  years  of  age. 
Bactrim  Is  not  Indicated  for  prophylactic  or  prolonged  administration  in  otitis 
media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible  strains 
of  Haemophilus  Intluenzae  or  Streptococcus  pneumoniae  when  In  physician's 
judgment  It  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  tlexnerl  and  Shigella  sonnef 
when  antibacterial  therapy  Is  Indicated. 

Also  tor  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis.  To  date, 
this  drug  has  been  tested  only  in  patients  9 months  to  16  years  of  age  who  were 
Immunosuppressed  by  cancer  therapy. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides:  patients  with, 
documented  megaloblastic  anemia  due  to  folate  deficiency:  pregnancy  at  term; 
nursing  mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause 
kernicterus:  infants  less  than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A ^-hemolytic 
streptococcal  tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when 
treated  with  Bactrim  than  do  those  treated  with  penicillin.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides  Experience  with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been  reported  as  well  as  an  increased 
incidence  of  thrombopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides  Sore  throat,  fever,  pallor,  purpura  or  laundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC's  are  recommended,  therapy  should  be 
discontinued  if  a significantly  reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  General.  Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  possible  folate 
deficiency,  severe  allergy  or  bronchial  asthma  In 
patients  with  glucose-6-phosphate  dehydrogenase 
deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and 
perform  frequent  urinalyses,  with  careful  microscopic 
examination,  and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function,  Bactrim  may  prolong 
prothrombin  time  in  those  receiving  warfarin:  reassess 
coagulation  time  when  administering  Bactrim  to  these 
patients. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  C. 
Because  trimethoprim  and  sulfamethoxazole  may  inter- 
fere with  folic  acid  metabolism,  use  during  pregnancy 
only  if  potential  benefits  justify  the  potential  risk  to  the 
fetus. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim.  Blood  dyscrasias-  Agranulocytosis,  aplastic 
anemia,  megaloblastic  anemia,  thrombopenia,  leuko- 
penia. hemolytic  anemia,  purpura,  hypoprothrombinemia 
and  methemoglobinemia  Allergic  reactions.  Erythema 
multiforme.  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  conjunctival  and  scleral  iniection,  photosensitization, 
arthralgia  and  allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  stomatitis, 
nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions: 
Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness. 
Miscellaneous  reactions:  Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L E phenomenon.  Due  to  certain  chemical  similarities  to  some 
goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter  production,  diuresis  and 
hypoglycemia  in  patients:  cross-sensitivity  with  these  agents  may  exist.  In  rats,  long- 
term therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  Infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN,  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN: 

Adults:  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b i d.  for  10-14  days.  Use  identical  daily 
dosage  for  5 days  for  shigellosis. 

Children:  Recommended  dosage  lor  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  suifamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min.  If  creatinine  clearance  is  between  15  and  30  ml/min, 
use  one-half  the  usual  regimen.  Bactrim  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/min. 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage:  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp.  (20  ml)  b i d.  for  14  days. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage:  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information 
for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800 
mg  sulfamethoxazole,  bottles  of  100:  Tel-E-Dose®  packages  of  100:  Prescription  Paks 
of  20  and  28.  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfamethox- 
azole— bottles  of  100  and  500:  Tel-E-Dose®  packages  of  100:  Prescription  Paks  of  40. 
Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole 
per  teaspoonful  (5  ml):  cherry-flavored — bottles  of  100  ml  and  16  oz  (1  pint). 

Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml);  fruit-licorice  flavored — bottles  of  16  oz  (1  pint). 


in  shigellosis. 
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Bactrim  DS 

160  mg  trimethoprim  and  800  mg  sulfamethoxazole 

DOUBLE  STRENGTH  TABLETS 


from  site  to  source 

Bactrim  continues  to  demonstrate  high  clinical  effec- 
tiveness in  recurrent  urinary  tract  infections.  Bactrim 
reaches  effective  levels  in  urine,  serum,  and  renal 
tissue' . . .the  trimethoprim  component  diffuses  into 
vaginal  secretions  in  bactericidal  concentrations'... 
and  in  the  fecal  flora,  Bactrim  effectively  suppresses 
Enterobacteriaceae'-^  with  little  resulting  emergence 
of  resistant  organisms. 

1.  Rubin  RH,  Swartz  MN:  N Engl  J Med  303.426-432.  Aug  21.  1980  2.  Data  on  file, 
Medical  Department.  Hoffmann-La  Roche  Inc. 


maximizes  results  with  B.I.D. 


"due  to  susceptible  strains  of  indicated  organisms 


Please  see  previous  page  for  summary  of  product  information. 
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ONE  OF  THE 
VITALSIGNS 
OF  ANXIOUS 
DEPRESSION: 

INSOMNIA 

Ottiers  to  look  for; 

agitation 
anorexia 
feelings  of  guilt 
and  worthlessness 
fatigue 
palpitations 
headache 
vague  aches 
and  pains 
sadness 
psychic  and 
somatic  anxiety 


Artisrs  conception, 

looking  out  from  the  hunian  eye 

os  conceived  in  o schemotic  model. 


/ 


LIMBITROLGIVEN 
H.S.:ONEOFTHE 
VITAL  SPECIFICS 
OF  TREATMENT 

Limbitrol  brings  a special — and  specific — quality  of 
relief  to  most  anxious  depressed  patients,  insomnia, 
tor  example,  responds  with  particular  promptness. 

Other  symptoms  likely  to  respond  within  the  first  week 
of  treatment  include  anorexia,  agitation  and  psychic 
and  somatic  anxiety.  And,  as  the  depression  and 
anxiety  are  alleviated,  in  many  cases  so  are  such 
related  somatic  symptoms  as  headache,  palpitations, 
and  various  vague  aches  and  pains. 

Limbitrol  given  once  daily  h.s. 
may  be  the  best  approach 

Many  patients  respond  readily  to  a single  bedtime 
dose  of  Limbitrol,  a convenient  schedule  that  may 
enhance  compliance  and  helps  relieve  the  insomnia 
associated  with  anxious  depression.  Limbitrol  also 
otters  a choice  of  other  regimens:  t.i.d.,  or  a divided 
dose  with  the  larger  portion  h.s.  In  all  cases,  caution 
patients  about  the  combined  effects  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring 
complete  mental  alertness,  such  as  driving  or  oper- 
ating machinery. 

in  moderate  depression  and  anxiety 

Urnbitrde 

Tablets  5-12.5  each  containing  5 mg  chlordlazepoxide  and  12.5  mg  amitriptyline 
(as  the  hydrochloride  salt) 

tablets  10-25  each  containing  10  mg  chlordiozepoxide  and  25  mg  amitriptyline 
(os  the  hydrochloride  salt) 


Specific  therapy  with  h.s.  dosage  convenience 


Pleose  see  summary  of  complete  product  information  on  following  page. 


LIMBITROL®  TABLETS  TTonquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information, 

0 summary  of  which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate 
to  severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic 
antidepressants  Do  not  use  with  monoamine  oxidose  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  of  MAO  inhibitors  since  hyperpyretic 
crises,  severe  convulsions  and  deaths  have  occuaed  with  concomitant  use, 
then  initiate  cautiously  gradually  increasing  dosoge  until  optimal  response  is 
achieved  Contraindicated  during  acute  recovery  phose  following  myocardial 
infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or 
angle-closure  gloucomo  Severe  constipation  may  occur  in  patients  toking 
tricyclic  antidepressants  ond  onticholinergic-type  drugs  Closely  supervise 
cardiovascular  patients  (Aahythmias,  sinus  tachycardia  ohd  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  ontidepressonts,  especially  high 
doses  Myocardial  infarction  and  stroke  reported  with  use  of  this  class  of 
drugs  ) Coution  patients  about  possible  combined  effects  with  olcohol  and 
other  CNS  depressants  ond  ogoinst  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 
Since  physicol  and  psychological  dependence  to  chlordiazepoxide  hove  been 
reported  rarely  use  caution  in  odministering  Limbitrol  to  oddiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symptoms 
following  discontinuation  of  either  component  olone  hove  been  reported 
(nausea,  headache  and  malaise  for  amitriptyline,  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for  chlordiazepoxide) 
Precautions:  Use  with  caution  In  patients  with  a history  of  seizures,  in 
hyperthyroid  patients  or  those  on  thyroid  medication,  and  in  patients  with 
impaired  renal  or  hepatic  function  Because  of  the  possibility  of  suicide  In 
depressed  patients,  do  not  permit  eosy  access  to  large  quantities  in  these 
patients  Periodic  liver  function  tests  and  blood  counts  are  recommended 
during  prolonged  treatment  Amitriptyline  component  moy  block  oction  of 
guanethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  hot  been  evaluated  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery  Limit  concomitant  administration  of 
ECT  to  essential  treatment  See  Warnings  for  precoufions  obout  pregnancy 
Limbitrol  should  not  be  taken  during  the  nursing  period  Not  recommended 
in  children  under  12  In  the  elderly  ond  debilitated  limit  to  smollest  eftective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  onficholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  ore  those  associated  with  either 
component  alone  drowsiness,  dry  mouth,  constipation,  bluaed  vision, 
dizziness  and  bloating  Less  frequently  occuaing  reactions  include  vivid 
dreams,  impotence,  tremor,  confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  ond  lethargy 
have  been  reported  os  side  effects  of  both  Limbitrol  ond  amitriptyline 
Gronulocytopenio,  jaundice  and  hepatic  dysfunction  have  been  observed 
rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but 
requiring  consideration  because  they  hove  been  reported  with  one  or  both 
components  or  closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tochycordio,  palpitations,  myo- 
cardial infarction,  arrhythmias,  heart  block,  stroke 
Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  halluci- 
nations, hypomania  and  increased  or  decreased  libido 
Neurologic  Incoordination,  otoxia,  numbness,  tingling  and  paresthesias  of  the 
extremities,  extropyramidal  symptoms,  syncope,  changes  in  EEG  potterns 
Anticholinergic  Disturbance  of  accommodotion,  parali^ic  ileus,  urinary 
retention,  dilatation  of  urinary  trocf 

Allergic  Skin  rash,  urticaria,  phofosensitizotion,  edema  of  face  and  tongue, 
pruritus 

Hematologic  Bone  manow  depression  including  agranulocytosis, 
eosinophilia,  purpura,  thrombocytopenia 

Gastrointestinal  Nausea  epigastric  distress,  vomiting,  onorexio,  stomatitis, 
peculiar  taste,  dioahea,  black  tongue 

EnOocrine  Testicular  swelling  and  gynecomostio  in  the  mole,  breast 
enlargement,  goloctoaheo  and  minor  menstrual  iaegulanties  in  the  female 
and  elevafion  and  lowering  of  blood  sugar  levels 
Other  Headache,  weight  gam  or  loss,  increased  perspiration,  urinary 
frequency,  mydriasis,  jaundice,  olopecio,  parofid  swelling 
Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an 
overdose  Treatment  is  symptomatic  and  supportive.  I V administration  of  1 to 
3 mg  physostigmine  solicylate  has  been  reported  to  reverse  the  symptoms  of 
amitriptyline  poisoning  See  complete  product  information  for  monitestation 
and  treatment 

Dosage:  Individualize  according  to  symptom  severity  ond  patient  response 
Reduce  to  smallest  effective  dosage  when  satisfactory  response  is  obtained 
Lorger  portion  of  doily  dose  may  be  token  ot  bedtime  Single  h s dose  may 
suffice  for  some  patients  Lower  dosages  are  recommended  for  the  elderly 
Limbitrol  10-25,  initial  dosage  of  fhree  fo  four  toblets  doily  in  divided  doses, 
increased  to  six  tablets  or  decreased  to  two  tablets  daily  as  required 
Limbitrol  5-12  5,  initial  dosoge  of  fhree  to  four  tablefs  doily  in  divided  doses,  for 
potiehts  who  do  not  tolerate  higher  doses 

How  Supplied:  White,  tilm-cooted  tablets,  each  containing  10  mg  chlor- 
diozepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  and  blue, 
film-coated  tablets,  each  containing  5 mg  chlordiazepoxide  and  12  5 mg 
omitriptyline  (os  the  hydrochloride  salt)— bottles  of  100  and  500,  Tel-E-Dose' 
packages  of  100,  ovoiloble  in  troys  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10,  Prescription  Poks  of  50 
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can  set 
upthe 
practice  I 
you  want. 


In  the  area 
you  want. 


It'S  a goal  we  achieve  by  offering  you  a 
choice  of  over  60  well  equipped  acute  care 
hospitals  coast  to  coast;  by  offering  you 
selected  financial  assistance,  and  by  offering 
you  management  consulting  when  you  begin 
your  practice. 

At  National  Medical  Enterprises,  we'll  help 
you  establish  a comfortable  and  successful 
Primary  Care  practice. 

Where  you  want  it. 

HOW  you  want  it. 

So  whether  you're  ihterested  ih  a solo, 
partnership,  or  a group  practice,  you  should 
contact  NME. 

We  re  the  experts. 


For  further  Information,  contact: 

Raymond  C.  Pruitt,  Director  Physician  Relations 

National  Medical  Enterprises 

11620  wiishire  Blvd.,  Los  Angeles,  California  90025. 

call  Toll-Free  800-421-7470 
or  collect  (213)  479-5526. 
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Compared  to  amoxidllin 


Faster  peak.  Fewer  problems. 

. . Jn  infants  and  children 


Cyclapen®-W  is  just  as  effective  in 
otitis  media  and  streptococcal  ton- 
sillopharyngitis^.^ 

Cyclapen®-W  produces  a significantly 
lower  incidence  of  the  most  common 
side  effect,  diarrhea.^ 

CYCIAPEN-W 

(cycladllin)  Tablets/Suspension 

Rapid  onset  of  action  with  fewer 
side  effects. 


•Rapidly  excreted  unchanged  in  urine. 
Clinical  efficacy  may  not  always 
correlate  with  blood  levels. 
tDue  to  susceptible  organisms. 

1 . Ginsburg  CM,  McCracken  GH  Jr, 
Zweighaft  TC,  Clahsen  JC : Comparative 
pharmacokinetics  of  cyclacillin  and 


Cyclapen®-W  (cyclacillin)  produces 
twice  the  peak  serum  concentration* 
(15.6  meg /ml  versus  7.3  meg /ml)  in 
half  the  time  (30  minutes  versus 
60  minutes).^ 


amoxicillin  in  infants  and  children. 


Anfimicrob  Ag  Chemother 
19:1086-1088  (June)  1981. 

2.  Multicenter  trials.  Data  to  be 
published 


See  important  information  on  page 
after  next. 


Compared  to  ampicillm 

Faster  peak  Fewer  problems. 

. . * in  adults  and  children 


Cyclapen®-W  is  just  as  effective  in 
otitis  media,  bronchitis,  pneumonia, 
urinary  tract  infections  and  infections 
of  skin  and  skin  structures'.^ 

Cyclapen®-W  produces  a sisnificantly 
lower  incidence  of  diarrhea  and 
skin  rash.^ 

CYOAPEN'-W 


(cyclacillin)  Tablets/Suspension 

Rapid  onset  of  action  with  fewer 
side  effects. 


*Rapidty  excreted  unchansed  in  urine. 
Clinical  elficacy  may  not  always 
correlate  with  blood  levels. 
fDue  to  susceptible  organisms. 

3.  Data  on  file.  Wyeth  Laboratories. 
Copyright  © 1981,  Wyeth  Laboratories. 
All  rights  reserved. 


See  important  information  on 
adjoining  page. 


Cyclapen®-W  (cyclacillin)  produces 
peak  serum  concentrations*  almost 
four  times  higher  and  over  one 
hour  earlier.^ 


Wyeth 

I4J 


Laboratories 

Phiia<JeiDhia  Pa  t9i0i 


Cyclapcn®-W  (cyclacillin) 


Indications 

Cxc/ocWlin  hos  /ess  in  vitro  octivity  than  other  drugs  tn  the  ompici/* 
/in  c/oss  and  its  use  should  be  conhned  to  these  indicotions;  Treat- 
ment of  the  /ollowing  infections: 

RESPIRATORY  TRACT 

Tonsillitis  ond  pharyngitis  caused  by  Group  A beta- 
hemolytic  streptococci 

Bronchitis  ond  pneumonia  caused  by  S.  pneumoniae  (for- 
merly 0.  pneumonioe) 

Otitis  media  caused  by  S.  pneumoniae  (formerly  D.  pneu- 
monioe)andH.  influenzae 

Acute  exQcerbotion  of  chronic  bronchitis  caused  by  H. 
influenzae* 

*Though  clinicol  improvement  hos  been  shown,  bocteriologic 
cures  cannot  be  expected  in  all  patients  with  chronic  respira- 
tory disease  due  to  H.  influenzae. 

SKIN  AND  SKIN  STRUCTURES  (integumentory)  infections  coused 
by  Group  A beta-hemolytic  streptococci  ar>d  staphylococci,  non- 
penicillinase producers. 

URINARY  TRACT  INFECTIONS  coused  by  E.  coli  ond  P.  mirabilis. 
(This  drug  should  not  be  used  in  any  E.  coli  and  P.  mirabilis 
infections  other  thon  urinory  troct.) 

NOTE:  Perform  cultures  and  susceptibility  tests  initially  ond  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  ond  susceptibil- 
ity of  bacteria.  Therapy  may  be  instituted  prior  to  results  of 
sensitivity  testing. 

Controindications  Contraindicated  in  iruJividuats  with  history  of 
on  allergic  reaction  to  penicillins. 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  in- 
dicotions listed  herein. 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class.  However,  clinical  trials  demonstrated  it  is 
efficacious  for  recommended  indications. 

Serious  and  occasional  fatal  hypersensitivity  (anophylac- 
toid)  reactions  have  been  reported  in  patients  on  penicil- 
lin. Although  anaphylaxis  is  more  rrequent  following 

fiorenteral  use,  it  has  occurred  in  patients  on  oral  penicil- 
ins.  These  reactions  are  more  apt  to  occur  in  individuols 
with  history  of  sensitivity  to  multiple  allergens.  There  are 
reports  of  patients  witn  history  of  penicillin  hypersen- 
sitivity reactions  who  experienced  severe  hypersensitivity 
reactions  when  treated  with  a cephalosporin.  Before  peni- 
cillin therapy,  carefully  inquire  about  previous  hypersen- 
sitivity reactions  to  penicillins,  cephalosporins  and  other 
allergens.  If  allergic  reaction  occurs,  discontinue  drug  and 
initiate  appropriate  therapy.  Serious  anaphylactoid  reac- 
tions require  immediate  emergency  treatment  with  epine- 
phr  ine.  Oxygen,  I.V.  steroids,  airway  management, 
including  intubation,  should  also  be  administered  as 
indicated. 

Precautions  Prolonged  use  of  antibiotics  moy  promote  over- 
growth of  nonsusceptible  orgonisms.  If  superinfection  occurs, 
take  appropriote  meosures. 

PREGNANCY:  Pregnancy  Category  B.  Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  dose 
reveoled  no  evidence  of  impaired  fertility  or  horm  to  the  fetus  due 
to  cyclocillin.  There  ore,  however,  no  adequate  and  well-con- 
trolled studies  in  pregnant  women.  Because  animal  reproduction 
studies  are  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed. 

NURSING  MOTHERS:  It  is  not  known  whether  this  drug  is  ex- 
creted in  human  milk.  Because  many  drugs  are,  exercise  caution 
when  cyclocillin  is  given  to  a nursing  woman. 

Adverse  Reactions  Oral  cyclacillin  is  generally  well  tolerated. 
As  with  other  penicillins,  untoward  sensitivity  reoctions  ore  likely, 
porticularly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergy,  asthma,  hay  fever,  or 
urticaria.  Adverse  reactions  reported  with  cyclacillin:  diarrhea  (in 
approximately  1 out  of  20  patients  treoted),  nausea  and  vomiting 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in 
60).  Isolated  instances  of  headache,  dizziness,  obdominal  pain, 
vaginitis,  ond  urticaria  have  been  reported.  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  and  ore 
reported  with  other  penicillins  are  onemio,  thrombocytopenio. 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and  eosino- 
philic. These  reactions  are  usually  reversible  on  discontinuation  of 
therapy. 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have 
been  reported. 

As  with  antibiotic  therapy  generally,  continue  treotment  ot  least 
48  to  72  hours  ofter  patient  becomes  asymptomatic  or  until  boc- 
teriol  erodicotion  is  evidenced.  In  Group  A beta-hemolytic 
streptococcal  infections,  ot  least  10  days'  treotment  is  recom- 
mended to  guard  against  risk  of  rheumatic  fever  or  glomerulone- 
phritis. In  chronic  urinary  tract  infection,  frequent  bocteriologic 
and  clinicol  appraisal  is  necessary  during  theropy  and  possibly 
for  several  months  after.  Persistent  infection  moy  require  treot- 
ment for  several  weeks. 


Cyclacillin  is  not  indicoted  in  children  under  2 months  of  age. 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  administered 
to  potients  with  reduced  renal  function.  Due  to  prolonged  serum 
holf-life,  patients  with  vorious  degrees  of  renal  impairment  m^ 
require  change  in  dosage  level  (see  DOSAGE  AND  ADMINIS- 
TRATION in  packoge  insert). 

Dosage  (Give  in  equally  spaced  doses) 


INFECTION 

ADULTS 

Respiratory 

Troct 

Tonsillitis  & 
Pharyr>gitis 

250  mg  q. 

Bronchitis  and 
Pneumonia 

Mild  or 

Moderote 

Infections 

250  mg  q. 

Chronic 

Infections 

500  mg  q. 

CHILDREN* 


body  weight  < 20  kg 
(44  lbs)  125  mg  q.i.d. 
body  weight  ^ 20  kg 
(44  (bs)  250  mg  q.i.d. 


50  mg/kg/doy  q.i.d. 


100  mg/kg/doy  q.i.d. 


Otitis  Medio 

Skin  S Skin 
Structures 


250  mg  to  500  mg  50  to  1 00  mg/kg/doyf 
q.i.d.' 

250  mg  to  500  mg  50  to  100  mg/kg/doy* 

q.i.d.- 


Unnory  Tract  500  mg  q.i.d.  100  mg/kg/doy 

‘Dosage  should  r>ot  result  in  o dose  higher  than  that  for  adults, 
^depending  on  severity 

How  Supplied  Tablets  250  mg  and  500  mg  in  bottles  of  100. 
Oral  Suspension  125  mg  and  250  mg  per  5 ml  in  bottles  to  make 
100  ml  ond  200  ml  of  Suspension. 


Wyeth 

\AA 


Laboratories 

PhtiadeJphia.  Pa  t9i0i 


TELEPHONE  MESSAGE 

While  physicians  are  attending 
the  Oklahoma  State  Medical 
Association  Annual  Meeting  in 
Oklahoma  City,  emergency  calls 
may  be  referred  to: 

(405)  232-0434 

This  76th  Annual  Meeting 
of  the  OSMA  will  be 
held  at  the  Skirvin  Plaza  Hotel 

May  5-8,  1 982 
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$300,000  of  Protection 


Includes: 

1.  Life  Insurance 

2.  Accidental  Death 

3.  Accidental  Death  by  Common  Carrier 

4.  Coverage  for  loss  of  a limb 

5.  Waiver  of  premium  included 

6.  Economical  rate;  varies  by  age 

Specially  designed  for  OSMA  Members! 

Call  today  about  a plan  for  you! 


Where:  405  236-4681 
Who:  Thomas  A.  Hamilton 

Administrator 

J.  Hawley  Wilson,  Jr. 


OSMA  Group  Life  Insurance  Trust 
500  City  Center  Building 
Oklahoma  City,  Oklahoma  73102 


The  Wilson  Agency 

500  City  Center 
Oklahoma  City,  Oklahoma 

Massachusetts  Mutual  Life  Insurance  Co. 

Springfield,  Massachusetts 
Organized  1851 
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What  To  Do  About  the 
Infant  With  Apnea 

The  infant  with  alleged  apnea  presents  the 
medical  practitioner  with  a dilemma  — should 
an  apnea  monitor  be  prescribed  for  home  use? 
The  solution  requires  consideration  of  four  is- 
sues: confirmation  of  the  diagnosis,  risk  of  the 
infant’s  subsequent  sudden  death,  parental 
anxiety,  and  the  impact  of  home  monitoring  on 
family  life. 

Even  though  the  parents  may  provide  a cred- 
ible description  of  apnea,  medical  evaluation  of 
the  infant  is  mandatory.  Infantile  apnea  has  a 
multitude  of  causes  such  as  prematurity,  infec- 
tion, hypoglycemia,  metabolic  imbalance,  drug 
toxicity,  gastroesophageal  reflux  and  upper 
airway  obstruction.  The  latter  can  result  from 
spontaneous  neck  flexion,'  diminished 
laryngeal  muscle  tone  during  rapid  eye  move- 
ment (REM)  sleeps  or  structural  malforma- 
tions, as  in  the  Robin  anomalad.^  Family  his- 
tory, physical  examination,  blood  gases,  serum 
electrolytes  and  glucose,  cultures,  toxicologic 
analysis,  electrocardiogram  and  radiographic 
examination  of  the  upper  and  lower  respirat- 
ory tract  allows  one  to  identify  many  of  these 
etiologic  factors,  however,  when  they  are  nega- 
tive, additional  testing  is  necessary.  Exagger- 
ated apnea  during  sleep  is  another,  but  more 
subtle  cause  of  pathologic  apnea  Only  by 
polygraphic  analysis  of  respiration  during  an 
overnight  (rather  than  two-hour)^  sleep  inter- 
val can  its  existence  be  proven.  The  infant’s 
results  are  compared  with  age- matched  control 
values  for  differentiation  of  central,  mixed  and 
obstructive  apnea  during  active  and  quiet 
sleep.  Furthermore,  the  data  must  be  inter- 
preted with  knowledge  of  the  infant’s  medica- 
tion, such  as  theophylline.®  Simultaneous  con- 
tinuous esophageal  pH  monitoring  and  ven- 
tilatory response  to  carbon  dioxide  inhalation 
can  be  done  to  identify  gastroesophageal  reflux 
and  aberrant  chemoreceptor  function,  respec- 
tively. These  studies  require  a sophisticated 
sleep  physiology  laboratory  and  appropriately 
trained  technicians. 


Parental  anxiety  regarding  the  possibility  of 
the  sudden  unexpected  death  of  their  apneic 
infant  cannot  be  overestimated,  especially  in 
those  families  who  equate  infantile  apnea  with 
sudden  infant  death  syndrome  (SIDS).  Evi- 
dence associating  apnea  with  SIDS  has  been 
accumulating  over  the  last  decade.  Most  of 
these  studies  have  been  concerned  with  re- 
spiratory abnormalities  occurring  among  sub- 
sequent siblings  or  parents  of  SIDS  victims  and 
infants  with  life-threatening  apnea  considered 
to  be  at  risk  for  SIDS.^  '®  Significant  and,  occa- 
sionally, conflicting  differences  have  been 
found  among  these  three  groups  indicating 
that  different  pathophysiologic  mechanisms 
may  be  functioning.  Despite  supportive  data,  a 
cause-and-effect  relationship  between  infantile 
apnea  and  SIDS  has  yet  to  be  proven.  While  it 
is  our  opinion  that  sleep  apnea  represents  a 
significant  risk  factor,  we  are  also  of  the  opin- 
ion that  SIDS  represents  not  a single  entity 
but,  rather,  a final  common  pathway  to  a di- 
versity of  disorders  which  may  or  may  not  be 
associated  with  apnea.  Not  all  apneic  episodes 
terminate  in  SIDS  and  not  all  SIDS  events  are 
known  to  be  preceded  by  apnea.  Efforts  to 
clarify  this  controversy  will  partially  alleviate 
the  anxiety  experienced  by  those  associated 
with  an  apneic  infant. 

The  risk  of  sudden  death  in  infants  with 
apnea  is  unknown.  Estimates  have  ranged 
from  20  to  100%.'^  This  wide  range  obviously 
makes  accurate  prediction  impossible.  The 
lower  figure  is  perhaps  even  too  high  in  most 
settings.  But  an  apneic  infant  born  to  parents 
who  have  lost  two  or  more  infants  to  SIDS 
probably  has  a high  risk  of  death.  Familial  re- 
current apnea  may  be  an  autosomal  dominant 
disorder  with  a high  degree  of  penetrance®  and, 
as  such,  the  family  history  is  very  important  to 
appropriate  counseling. 

The  impact  of  home  monitoring  on  family 
life  should  be  addressed.  There  seems  to  be  lit- 
tle doubt  that  the  home  monitor  has  provided 
the  opportunity  for  some  parents  to  resuscitate 
successfully  their  babies  when  found  with  a 
lifeless  appearance.  This  fact  alone  essentially 
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justifies  the  use  of  the  home  monitor  in  selected 
families;  but  home  monitoring  is  expensive, 
usually  of  long  duration  and  disruptive.  Ac- 
ceptable home  monitors  cost  approximately 
$1500.  A monitoring  program  usually  lasts 
several  months,  not  a few  days.  And,  when 
home  monitoring  is  deemed  appropriate,  sev- 
eral conditions  must  absolutely  be  met.  The 
most  basic  of  these  are  parental  (and  baby  sit- 
ter) skills  in  infantile  cardiopulmonary  resus- 
citation, and  a working  knowledge  of  monitor 
function  and  minor  repair.  Contingencies  for 
emergencies  must  be  planned  in  advance.  But 
they  alone  are  inadequate.  Those  who  have 
systematically  observed  numerous  families 
utilizing  home  monitors  have  concluded  that  a 
24-hour-per-day,  seven-day-per-week  support 
system  is  crucial  to  their  well  being. A sup- 
port team  is  ideally  composed  of  physicians, 
psychologists,  nurses  and  monitor  technicians 
constantly  available  to  respond  to  these 
families’  needs. 

Approximately  QQf7c  of  parents  with  an  in- 
fant requiring  a home  monitor  have  reported 
that  their  lives  were  "significantly  or  drasti- 
cally” affected,  and  nearly  three-fourths  de- 
pended heavily  upon  the  home  apnea  support 
team.'^  Occasionally,  psychological  stress  per- 
sists beyond  the  time  the  infant  is  deemed  to 
require  a home  monitor.  Every  family  member 
is  affected,  but  the  mothers  are  the  most  vic- 
timized. 

Lastly,  what  should  one  do  about  parents 
who  demand  a monitor  for  their  infant  despite 
lack  of  apparent  medical  indication.  These 
parents  are  most  frequently  those  who  have 
previously  lost  an  infant  to  SIDS.  It  is  our  opin- 


ion that  they  should  not  be  denied  a monitor, 
provided  the  parents  are  clearly  cognizant  of 
the  results  of  a comprehensive  medical  evalua- 
tion of  their  baby.  Also,  these  parents  require 
the  same  team  of  support  personnel  in  order  to 
cope  effectively  with  the  impact  of  the  home 
monitor. 

REFERENCES 

1.  Thach,  B.  T.  and  Stark.  A.  R.;  Spontaneous  Neck  Flexion  and  Airway 
Obstruction  During  Apneic  Spells  in  Preterm  Infants. «/.  Pediatr.  94:275-281, 
1979. 

2.  Megirian.  D.  and  Sherrey.  J.  H,;  Respiratory  Functions  of  the  Laryngeal 
Muscles  During  Sleep.  S/eep  3:289-298.  1980. 

3.  Smith.  D.  W.:  Recognizable  Patterns  of  Human  Malformations.  Second 
Edition.  1976  W.  B.  Saunders  Co.,  pp.  130-131. 

4.  Guilleminault.  C..  Ariagno,  R..  Korobkin,  R , et  al;  Mixed  and  Obstructive 
Sleep  Apnea  and  Near  Miss  for  Sudden  Infant  Death  Syndrome:  2.  Comparison 
of  Near  Miss  and  Normal  Control  Infants  by  hge,  Pediatr.  64:382-391,  1979. 

5.  Guilleminault,  C..  Ariagno.  R..  Korobkin.  R..  et  al;  Sleep  Parameters  and 
Respiratory'  Variables  in  "Near  Miss"  Sudden  Infant  Death  Syndrome  Infants, 
Pediatr.  68:354-360.  1981. 

6 Kelly.  D.  H.  and  Shannon.  D.  C.;  Treatment  of  Apnea  and  Execessive 
Periodic  Breathing  in  the  Full-Term  Infant.  Petf/afr,  68:183-186.  1981. 

7.  Guilleminault.  C..  Ariagno,  R L..  Forno,  L.  S..  et  al;  Obstructive  Sleep 
Apnea  and  Near  Miss  for  SIDS;  1.  Report  of  an  Infant  with  Sudden  Death. 
Pediatr.  63:837-843.  1979. 

8.  Steinschneider.  A.:  Prolonged  Apnea  and  the  Sudden  Infant  Death  Syn- 
drome: Clinical  and  Laboratory  Observations.  50:646-654.  1972. 

9 Shannon.  D C..  Kelly,  D.  H and  O’Connell.  K : Abnormal  Regulation  of 
Ventilation  in  Infants  at  Risk  for  Sudden  Infant  Death  Syndrome,  .Veu’  Engl. 
J Med.  297:747-750.  1977. 

10.  Haddad.  G.  G..  VV’alsh,  E.  M..  Leistner,  H.  L..  et  al;  Abnormal  Maturation 
of  Sleep  States  in  Infants  with  Aborted  Sudden  Infant  Death  Syndrome. 
Pediatr.  Res.  15:1055-1057.  1981. 

11.  Hoppenbrouwers.  T..  Hodgman.  J.  E.,  McGinty,  D..  et  al:  Sudden  Infant 
Death  Syndrome;  Sleep  Apnea  and  Respiration  in  Subsequent  Siblings. 
Pediatr.  66:205-214.  1980 

12.  Kelly.  D H . Walker.  A M . Cahen.  L.,  et  al:  Periodic  Breathing  in 
Siblings  of  Sudden  Infant  Death  Syndrome  Victims.  Pec/iafr.  66:515-520, 1980. 

13.  Kanarek.  D.  J..  Kelly.  D.  H.  and  Shannon,  D.  C.:  Ventilatory 
Chemoreceptor  Response  in  Parents  of  Children  at  Risk  for  Sudden  Infant 
Death  Syndrome.  Petf/afr.  Pes-  15:1402-1405.  1981. 

14.  Kelly.  D H..  Shannon,  D.  C.  and  O’Connell,  K.:  Care  of  Infants  with 
Near-Miss  Sudden  Infant  Death  Syndrome.  Pcf/m/r.  61:511-514.  1978. 

15.  Black.  L.,  Hersher,  L.  and  Steinschneider.  A.:  Impact  of  the  Apnea 
Monitor  on  Family  Life.  Pediatr.  62:681-685.  1978. 

Henry  F.  Krous,  MD,  Medical  Research 
Board,  National  Sudden  Infant  Death  Syn- 
drome Foundation;  President,  Board  of  Trus- 
tees, Oklahoma  Chapter,  National  Sudden  In- 
fant Death  Syndrome  Foundation. 

Debra  Bendell,  PhD,  Board  of  Trustees,  Ok- 
lahoma Chapter,  National  Sudden  Infant 
Death  Syndrome  Foundation. 


78 


Oklahoma  State  Medical  Association 


president’ s page 


On  May  8 you  are  going 
to  have  a new  president. 

He  needs  no  introduction 
but  just  to  refresh  your 
memory  his  name  is  John 
A.  McIntyre  of  Enid.  This 
man  is  intelligent,  kind, 
humble,  and  fair.  He  has 
served  in  almost  every 
capacity  at  the  state  level 
except  president,  and  best 
of  all  he  is  capable.  We  are  indeed  fortunate  to 
have  this  man  guide  us  during  the  next  year. 

I will  admit  frankly  that  I did  enjoy  my  te- 
nure. With  a staff  like  ours  you  either  do  your 
job  or  they  do  it  for  you.  They  make  you  look 
good  even  if  you  aren’t. 

Dave  Bickham  has  an  extraordinary  ability 
to  organize  and  run  an  efficient  staff.  He  knows 
who  does  what  best  and  assigns  and  delegates 
accordingly.  Lyle  Kelsey  and  Rick  Ernest  do 
their  respective  jobs  well  and  it  has  been  a 
pleasant  task  to  work  with  all  these  people. 

Anita  Delaporte  is  our  newest  addition  to  the 
staff  Her  title  is  director  of  communications. 
She  is  innovative  and  has  been  very  helpful  in 
the  PR  field.  She  is  also  a good  ghost  speech 
writer. 

What  can  anyone  say  about  Louise  Martin? 
Long-time  faithful  employee  — if  it  weren’t  for 
her  I wouldn’t  be  up  writing  this  last 
president’s  page  at  4:30  AM.  You  can  tell  by 
the  quality  of  our  Journal  what  kind  of  work 
she  and  Mark  Johnson,  the  editor  of  the 
Journal,  do. 

Ed  Kelsay,  our  legal  counsel,  our  advisor, 
our  malpractice  prevention  expert,  our  PR 
man,  our  whatever  we  need  man,  is  always 
there  when  we  need  him  — he’s  the  best. 

One  of  the  pleasures  of  the  past  year  has 
been  renewing  acquaintances  and  making  new 
friends  over  the  state  where  I have  been  in- 
vited by  the  various  county  societies.  It’s  a real 
shame  that  we  don’t  have  a more  equitable  dis- 
tribution of  physicians  over  the  state  since  too 
many  of  these  doctors  are  working  far  too  long 
and  hard.  In  spite  of  this  they  are  doing  a most 
creditable  job. 


At  the  beginning  of  my  term,  I appointed 
seven  council  chairmen  and  roughly  150  mem- 
bers to  the  various  councils  from  throughout 
the  state.  These  are  chaired  by  Floyd  Miller, 
Earl  Bricker,  Joe  Crosthwait,  Chet  Bynum, 
Perry  Lambird,  John  Blaschke,  and  John 
Alexander.  Now  you  can’t  buy  this  kind  of  help 
on  the  open  market  so  we  don’t  try  — conse- 
quently they  work  for  free.  We  are  trying  to  set 
an  example  for  our  government.  These  are  ac- 
tive councils  that  require  a lot  of  time  and 
travel  by  all  the  members,  and  I want  to  ex- 
press my  thanks  to  you  for  all  those  person- 
hours. 

I have  had  a close  working  relationship  with 
your  treasurer,  Armond  Start.  As  Ed  Calhoon 
from  Beaver  would  say,  "He  has  deep  pockets 
and  short  arms.”  I have  also  visited  four  pris- 
ons with  him  and  have  seen  firsthand  how  the 
medical  care  has  been  upgraded,  thanks  to 
him.  We  should  all  be  pleased  that  he  heads 
the  medical  department  for  all  ten  institutions 
in  the  Department  of  Corrections  in  Ok- 
lahoma. 

I want  to  give  one  great  big  accolade  to 
Sherry  Strebel,  the  president  of  the  OSMA  Au- 
xiliary, and  her  staff.  She  has  traveled  many 
miles  visiting  other  auxiliaries  over  the  state. 
She  is  most  organized  and  effective.  This  is  re- 
flected in  the  increased  membership  — an  ex- 
cellent job. 

I would  certainly  be  remiss  if  something 
wasn’t  said  about  my  associate,  Earl  Bricker. 
It’s  been  harder  on  him  than  it  was  on  me;  he 
has  covered  for  me  innumerable  times  when  I 
was  out  of  the  office  and  did  so  graciously. 
What  I was  really  doing  was  testing  our  rela- 
tionship to  see  if  it  could  last  another  22  years! 

My  first  great  decision  was  to  marry  my  first 
wife,  Doris.  After  this  past  year,  and  38  others, 
we  are  still  holding  hands  — if  we  ever  let  go 
we  may  kill  each  other. 

I thank  all  of  you  for  allowing  me  to  be  presi- 
dent of  the  OSMA. 

--3  /?zt- 


Journal  / April  1982  / Volume  75 


79 


scientific 


Flank  Ecchymosis  Associated  with 
Rectus  Sheath  Hematoma 


RICHARD  COKER 
DAVID  J.  KARASEK,  MD 

Ecchymotic  discoloration  of  the  flank  has 
long  been  a clue  to  a serious  hemorrhagic 
illness.  However,  it  can  be  a 
misleading  finding. 

Spontaneous  rupture  of  the  deep  epigastric 
vessels  creating  a rectus  sheath  hematoma  has 
been  recognized  for  centuries.*  The  perplexing 
symptoms  and  signs  of  this  clinical  entity  fre- 
quently lead  to  emergency  laparotomy  for  a su- 
pected  intra-abdominal  catastrophe.  Hence, 
articles  have  appeared  attempting  to  increase 
awareness  of  this  uncommon  illness  and  to 
facilitate  early  recognition.  A clue  to  the  pres- 
ence of  a rectus  sheath  hematoma  is  an  ec- 
chymotic discoloration  about  the  umbilicus 
( Laffont  sign)  although  its  appearance  is  indis- 
tinguishable from  the  more  ominous  sign  de- 
scribed by  Cullen.-  We  have  observed  a patient 
with  the  classical  features  of  this  disease  who 
also  had  ecchymosis  of  the  flank  — a sign  usu- 
ally indicative  of  a more  serious  condition. 


CASE  REPORT 

R.  C.,  a 59-year-old  white  female,  presented 
to  the  emergency  room  complaining  of  abdom- 
inal pain.  Six  days  earlier  she  had  noted  the 
onset  of  a non-productive  cough,  four-to-six 
loose  stools  daily  and  general  malaise.  Three 
days  prior  to  admission  the  loose  stools  stopped 
but  the  urge  to  defecate  without  evacuation 
persisted.  Two  days  prior  to  admission  she 
noted  rapid  onset  of  left  upper  quadrant  ab- 
dominal pain  during  a paroxysm  of  coughing. 
The  pain  was  constant  in  nature  and  notably 
worsened  by  coughing  and  movement.  The 
pain  progressively  worsened,  she  became 
anorectic  and  then  sought  medical  attention. 

Examination  revealed  an  obese  white  female 
in  moderate  distress.  Blood  pressure  with  the 
patient  supine  was  184/120  without  orthostatic 
drop  and  the  pulse  was  120  per  minute.  She 
was  afebrile.  Examination  of  the  abdomen  re- 
vealed markedly  hypoactive  bowel  sounds.  The 
left  upper  quadrant  was  tender  to  palpation 
and  there  was  voluntary  guarding.  There  was 
a four-by-six  centimeter  mass  vaguely  pal- 
pated in  the  area  of  tenderness  but  definite 
borders  could  not  be  identified  because  of 
guarding.  Liver  and  spleen  were  not  palpated. 
The  findings  on  rectal  examination  were  un- 
remarkable and  the  stool  guaiac  was  negative. 
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Laboratory  studies  revealed  a white  blood 
cell  count  of  3,800/cu  mm  with  48%  neutrophils 
and  33%  bands.  Hemoglobin  was  15.3  gm%. 
Platelets  were  adequate  and  the  prothrombin 
time/partial  thromboplastin  time  were  normal. 
Electrolytes  were  normal  except  for  a low 
potassium  which  was  2.9  mEq/litre.  Urea  nit- 
rogen and  creatinine  were  normal.  Serum 
amylase  was  normal  and  the  urinalysis  was 
unremarkable. 

Radiographs  of  the  abdomen  taken  of  the  pa- 
tient in  the  supine  and  upright  positions  re- 
vealed no  specific  abnormality. 

The  patient  was  admitted  for  control  of  her 
hypertension,  correction  of  hypokalemia,  and 
further  observation.  A harium  enema  obtained 
on  the  second  hospital  day  was  unremarkable. 
On  the  third  hospital  day  an  ecchymoric  dis- 
coloration of  the  umbilicus  as  well  as  a faint 
discoloration  of  the  left  flank  were  noted. 
Hemoglobin  value  was  unchanged.  On  the 
fourth  hospital  day,  frank  ecchymosis  was  pre- 
sent in  the  left  flank.  A computerized  axial  to- 
mographic scan  of  the  abdomen  was  requested 
to  seek  evidence  of  retroperitoneal  bleeding. 
An  oval-shaped  mass  suggested  a hematoma 
was  present  in  the  left  anterior  abdominal 
wall.  The  diagnosis  of  a rectus  sheath 
hematoma  was  made  and  the  patient  was 
treated  conservatively  with  local  heat  and  mild 
analgesics.  The  abdominal  pain  rapidly  abated 
over  the  next  48  hours  and  the  patient  was 
discharged  in  good  condition. 


Richard  Coker  is  a senior  medical  student  at 
the  University  of  Oklahoma  College  of 
Medicine.  Following  graduation  he  plans  to 
enter  a residency  program  in  internal  medicine. 

David  J.  Karasek,  MD,  was  graduated  from 
the  University  of  Oklahoma  College  of  Medicine 
in  1975  where  he  is  presently  assistant  Profes- 
sor in  the  Department  of  Medicine.  Dr  Karasek 
is  certified  by  the  American  Board  of  Internal 
Medicine. 


DISCUSSION 

Discoloration  of  the  abdominal  wall  may  fol- 
low either  an  intra-  or  extra-peritoneal  hemor- 
rhage. It  may  occur  directly  adjacent  to  the 
hemorrhage  as  noted  hy  WyatU  or  remote  to 
the  bleeding  site  — eg,  perianal  ecchymoses 
associated  with  retroperitoneal  hemorrhage.^ 
The  location  of  the  ecchymoses  however  is  not 
specific  for  a particular  disease.  Rather,  it  re- 
flects the  direction  of  dissection  of  hlood  along 
contiguous  fascial  planes.  It  should  alert  the 
physician  only  to  the  occurrence  of  a hemor- 
rhagic event;  not  its  origin. 

Ecchymotic  discoloration  of  the  flank  re- 
ported hy  Grey- Turner'^  in  1919  was  believed  to 
be  a sign  of  hemorrhagic  pancreatitis.  Since 
that  report,  flank  discoloration  has  been  noted 
with  many  entities  causing  retroperitoneal 
hemorrhage,  including  rupture  of  abdominal 
aortic  aneurysm.®  Although  the  origin  of  the 
bleeding  is  variable  the  associated  illness  is 
invariably  critical. 

Our  patient  demonstrated  both  peri- 
umbilical and  flank  ecchymosis  associated 
with  a superficial  hematoma.  It  is  reminiscent 
of  the  association  made  by  Laffont  and  illus- 
trates the  fact  that  flank  discoloration  does  not 
always  signal  a catastrophic  illness. 

BIBLIOGRAPHY 


Reference  Works 

1.  Payne,  R.  L..  "Spontaneous  Rupture  of  Superior  and  Inferior  Epigastric 
Arteries  within  the  Rectus  Sheath,”  Anno/s  of  Surgery.  108,  757,  1938- 

2.  Cullen.  T.  S.  "Bluish  Discoloration  of  the  Umbilicus  as  a Diagnostic  Sign 
where  Ruptured  Extra  Uterina  Pregnancy  Exists,”  Reprinted  from 
Contributions  to  Medicine  and  Biological  Research,  Dedicated  to  Sir.  William 
Osier.  Volume  I,  page  420. 

3.  Wyatt,  G.  M.,  Spitz,  H.  B.,  "Ultrasound  in  the  Diagnosis  of  Rectus  Sheath 
Hematoma,” -y.A.A/.A.  1979.  6 Apnl,  241,  (14):  pages  1499-1500. 

4.  Kaplan,  Arnold  P.,  Brown,  David  C.  and  Larson,  Jerrold,  "Black  Bottom: 
A Sign  of  Retroperitoneal  Bleeding.”  Minnesota  Medicine,  60  (3),  pages 
161-162,  March,  1977. 

5.  Turner,  G.  G.,  "Local  Discoloration  of  the  Abdominal  Wall  as  a Sign  of 

Acute  Pancreatitis,”  Journal  of  Surgery . 7:394,  January,  1920. 

6.  Barratt-Boyes,  B.  G.,  Symptomatology  and  Prognosis  of  Abdominal  Aortic 
Aneur>’sm, ” Z/onceL  2:716,  1957. 

David  J.  Karasek,  MD,  Room  301-E,  Oklahoma 
Memorial  Hospital,  P.O.  Box  26901,  Oklahoma  City, 
OK  73901. 


Journal  / April  1982  / Volume  75 


81 


Exercise  Stress  Testing 
Office  Based 


HENRY  M.  ALLEN,  PA-C 
S.  S.  SANBAR,  MD,  PhD,  JD,  FACA,  FCLM 

This  paper  is  written  as  a review  of  the 
significant  information  and  the  current  state 
of  the  art  of  the  exercise  stress  test  as  it 
applies  to  the  clinic  setting. 


Until  recently,  the  exercise  stress  test  was 
performed  almost  exclusively  in  the  hospital- 
based  exercise  laboratory.  Now  that  the  exer- 
cise stress  test  has  proven  itself  to  be  safe,  reli- 
able and  relatively  easily  performed,  many 
physicians  have  introduced  it  in  the  clinic  set- 
ting. 

HISTORICAL  REVIEW 

One  of  the  first  situations  where  exercise 
was  utilized  in  the  diagnosis  of  coronary  artery 
disease  was  by  Feil  and  Segal*  in  1928.  They 
would  exercise  a patient  in  an  attempt  to  bring 
on  anginal  pain,  which  w'as  considered  diag- 
nostic of  coronary  artery  disease.  It  was  not 
until  1941  that  Masters  and  Jaffe-  proposed 
that  the  post-exercise  electrocardiogram  could 


be  used  to  determine  the  presence  of  coronary 
artery  insufficiency. 

Our  present  methodology  for  the  stress  test 
can  be  best  dated  to  the  work  of  Bruce  * in  1956. 
His  report  was  of  a "work-test”  that  was  per- 
formed on  the  treadmill. 

PHYSIOLOGY 

An  in-depth  discussion  of  exercise  physiol- 
ogy is  beyond  the  scope  of  this  paper,  although 
we  will  discuss,  in  synopsis  form,  the  basic 
changes  that  exercise  brings  about. 

The  body’s  response  to  exercise  begins  al- 
most instantaneously  although  a steady  state 
may  not  be  reached  for  several  minutes.  As  the 
work-load  is  gradually  increased,  there  is  a 
gradual  increase  in  the  heart  rate,  respirations 
and  the  systolic  blood  pressure.  The  diastolic 
blood  pressure  generally  stays  about  the  same 
or  undergoes  a small  incremental  drop.  Also 
there  is  a gradual  increase  in  the  cardiac  out- 
put, but  the  stroke  volume  increases  only 
slightly  unless  the  heart  rate  is  unable  to  re- 
spond to  the  increased  oxygen  demand. 

Peripherally  there  is  vasoconstriction  in  the 
skin  and  other  non- vital  organs.  In  the  exercis- 
ing muscle  there  is  vasodilation  in  response  to 
the  increased  oxygen  demand  and  the  presence 
of  various  metabolites.  Alterations  in  the  reg- 
ional resistance  are  so  graded  that  the  blood 
flow  to  the  kidneys  and  brain  show  little 
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Table  I 

INDICATIONS  FOR  EXERCISE  STRESS 
TESTING 

1.  Confirmation  of  clinically  suspected  coronary 
artery  disease. 

2.  Evaluation  of  the  degree  of  cardiac  dysfunction. 

3.  Evaluation  of  a therapeutic  regimen. 

4.  The  determination  of  cardiac  fitness. 

5.  The  identification  of  latent  coronary  artery  dis- 
ease. 

6.  Post-myocardial  infarction  evaluation. 

7.  Post-coronary-artery-bypass  surgery  evalua- 
tion. 

change.  Milnor*  notes  that  under  normal  con- 
ditions there  is  also  little  change  in  the  arterial 
oxygen  saturation  during  exercise. 

The  neural  receptors,  most  active  during  ex- 
ercise, are  those  found  in  the  contracting  mus- 
cles, namely  the  smooth  muscle  cells  and  the 
terminal  arterioles.  These  receptors  are 
mainly  affected  by  the  p02  level  and  the  pres- 
ence of  certain  metabolites.  Their  primary  ef- 
fect is  that  of  vasodilation  within  the  exercis- 
ing muscle.  The  resultant  increase  in  the  blood 
flow  through  the  working  muscle  is  secondary 
to:  1)  an  increase  in  the  cardiac  output,  usually 
5-6  times  that  of  the  resting  state,  2)  capillary 
arteriolar  dilation  in  the  active  muscles,  thus 
reducing  flow  resistance,  and  3)  a compensa- 
tory vasoconstriction  of  the  larger,  more  active 
vascular  beds,  such  as  in  the  skin  and  viscera 
which  results  in  the  shunting  of  the  principal 
blood  flow  to  the  exercising  muscles. 

INDICATIONS  AND  CONTRAINDICATIONS 

For  the  safe  application  of  any  test,  the  ex- 
aminer must  have  a clear  understanding  of  the 
proper  indications  and  contraindications  of  the 
procedure.  Table  I lists  the  more  common  indi- 
cations for  stress  testing,  and  in  Tables  II  and 
III  are  some  of  the  more  common  situations  in 
which  exercise  stress  testing  is  contraindi- 

Table  II 

ABSOLUTE  CONTRAINDICATIONS  FOR 
EXERCISE  STRESS  TESTING 

1.  Acute  myocarditis  or  pericarditis. 

2.  Unstable  or  progressive  angina. 

3.  Ventricular  tachycardia,  particularly  when 
three  or  more  PVC’s  are  coupled  in  succession. 

4.  Marked  systemic  infection  or  hyperthyroidism. 

5.  Severe  aortic  stenosis. 

6.  Ataxia,  or  gross  disturbances  in  gait. 

7.  Significant  vertigo  or  visual  disturbances. 


Table  III 

RELATIVE  CONTRAINDICATION  TO 
EXERCISE  STRESS  TESTING 

1.  Frequent  PVC’s  that  are  not  coupled  and  no 
"R-on-T”  phenomena. 

2.  Acute  myocardial  infarction,  or  a previous  in- 
farction that  occurred  less  than  two  weeks  earlier. 

3.  A high  degree  AV  block. 

4.  Congestive  heart  failure. 

5.  A high  grade  left  main  coronary  artery  lesion  or 
its  equivalent. 

6.  Thrombophlebitis. 

7.  Excessive  ST  segment  depression  on  the  resting 
electrocardiogram  (greater  than  4 mm). 

8.  Sustained  supraventricular  tachycardia  with  a 
rapid  ventricular  response. 

9.  Severe  lung  disease. 

cated.  Some  of  the  more  recent  applications  of 
the  exercise  stress  test  are  in  post-myocardial 
infarction  patients  and  in  patients  who  have 
undergone  coronary  artery  bypass  surgery. 

POST-MYOCARDIAL  INFARCTION 

In  the  post-myocardial  infarction  patient,  a 
low-level  exercise  protocol,  such  as  the 
Naughton^*  or  the  Sheffield*'^  is  utilized.  The 
exercise  stress  test  obtained  in  a patient  ten- 
to-fifteen  days  post-myocardial  infarction  per- 
mits the  physician  to  ascertain  whether  the  pa- 
tient can  ambulate  safely  and  to  what  level, 
thus  aiding  in  the  identification  of  the  high 
risk  patient.  This  exercise  test  is  terminated 
immediately  if  the  patient  develops  chest  pain, 
dyspnea,  fatigue,  dizziness,  demonstrates  a fall 
in  the  systolic  blood  pressure,  or  attains  a 
heart  rate  of  120/min  (110/min  if  the  patient  is 
taking  beta-adrenergic  blocking  drugs).  The 
test  should  also  be  terminated  if  there  is  great- 
er than  1mm  of  ST  segment  elevation  or  2mm 
of  S segment  depression. 

POST-CORONARY- ARTERY-BYPASS  SURGERY 

A low-level  exercise  protocol  is  also  utilized 
in  the  post-coronary-artery-bypass  patient. 
Ideally  the  comparison  of  a pre-  and  post- 
operative exercise  stress  test  yields  the  most 
useful  information.  In  one  study  by  Amster- 
dam and  Masson,^^  a comparison  was  made  of 
the  ST-segment  and  the  double  product  re- 
sponse both  before  and  after  coronary-artery- 
bypass  surgery.  They  noted  that  an  improve- 
ment in  the  post-operative  exercise  stress  test 
correlated  quite  well  with  good  graft  patency 
as  demonstrated  by  coronary  angiography. 
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Table  IV 

DRUGS  CAPABLE  OF  PRODUCING 
ST  SEGMENT  CHANGES 

1.  Cloflbrate 

2.  Digitalis 

3.  Doxorubicin 

4.  Guanethedine 

5.  Hydralazine 

6.  Phenothiazine 

7.  Quinidine 

8.  Sympathomimetic  amines 

9.  Tricyclic  antidepressants 

Perhaps  a more  significant  finding  was  that  in 
patients  who  demonstrated  a worsening  re- 
sponse to  exercise  there  was  a higher  incidence 
of  graft  closure  or  progression  of  disease. 

METHODOLOGY 

Proper  patient  preparation  is  generally  the 
most  overlooked  aspect  of  the  exercise  stress 
test.  The  patient  should  be  instructed  as  to  the 
appropriate  apparel  and  foot  wear.  Athletic 
shoes  are  ideal,  (not  a must)  but  the  patient 
should  be  discouraged  from  wearing  boots, 
high  heels  or  slippers.  Generally  some  type  of 
light  clothing,  such  as  slacks  and  a shirt,  is  the 
preferred  attire.  The  patient  should  be  advised 
to  abstain  from  eating  for  at  least  two  hours 
prior  to  testing,  and  the  preceding  meal  should 
be  light  and  free  of  butter,  coffee,  cream,  tea 
and  alcohol. 

We  generally  have  the  patient  continue  their 
medication  as  prescribed,  except  in  unusual 
circumstances.  It  is  also  a good  practice  to  have 
the  patient  bring  all  medications  (both  pre- 


Table  V 

DRUGS  WHICH  CAN  PRODUCE  FALSE 
NEGATIVE  EXERCISE  STRESS 
TEST  RESPONSES 

1.  Aminophyllin  preparations 

2.  Amyl  nitrite 

3.  Dipyridamole 

4.  Erythrityl  tetranitrates 

5.  Isosorbide  dinitrate 

6.  MAO  inhibitors 

7.  Metoprolol 

8.  Nadolol 

9.  Nitroglycerin  preparations 

10.  Pentaerythritol  tetranitrate 

11.  Propranolol 

12.  Verapamil 


scribed  and  over  the  counter)  that  they  are  tak- 
ing to  the  stress  laboratory. 

It  is  extremely  important  that  the  examiner 
know  which  drugs  the  patient  is  taking  in 
order  to  make  an  accurate  interpretation  of  the 
test  results.  Tables  IV  and  V list  a few  of  the 
drugs  that  can  have  an  adverse  effect  on  the 
outcome  and  interpretation  of  the  exercise 
stress  test. 

There  are  two  general  categories  of  exercise 
stress  tests:  1)  the  single  stage  (eg,  the 
Master’s  Step  Test)  which  consists  of  a single 
work  load,  and  2)  the  multi-stage  which  con- 
sists of  a multi-level  exercise  protocol.  The 
multi-stage  begins  at  a low  level  of  work  and 
gradually  increases  until  the  patient  nears  or 
reaches  his  maximal  effort  or  some  other  pre- 
determined level  of  termination. 

It  is  our  impression  that  the  treadmill  is  the 
preferred  mode  of  testing  the  native  subject, 
primarily  because  we  are  more  accustomed  to 
walking  than  bicycling.  The  treadmill  brings 
into  play  the  larger  muscle  groups,  which  re- 
sults in  less  localized  fatigue.  The  two  main 
disadvantages  of  the  treadmill  are;  1)  it 
utilizes  expensive  equipment,  and  2)  it  re- 
quires a significant  amount  of  laboratory 
space. 

The  bicycle  ergometer,  on  the  other  hand,  is 
relatively  economical  and  requires  only  a 
small  amount  of  laboratory  space.  Its  primary 
disadvantage  is  that  often  the  patient  is  hamp- 
ered by  musculoskeletal  symptoms  before  a de- 
sired hemodynamic  end-point  can  be  reached. 
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Table  VI 

TREADMILL  EXERCISE  STRESS  TEST  PROTOCOLS 


Protocol 

Duration 

Stage  1 

Stage  II 

stage  III 

Stage  IV 

Stage  V 

Stage  VI 

per  stage 

MPH/%  Grade 

MPH/%  Grade  MPH/%  Grade  MPH/%  Grade  MPH/%  Grade 

MPH/%  Grade 

MET/O2  Rq* 

MET/O2  Rq 

MET/O2  Rq 

MET/O2  Rq 

MET/O2  Rq 

MET/O2  Rq 

Bruce^ 

3 min 

1.7/10% 

2.5/12% 

3.4/14%) 

4.2/16%) 

5.0/18%) 

6.0/20% 

5.0/17.5 

7.0/24.5 

10.0/35 

13.5/47.3 

16.0/56 

19.0/66 

Ellestad® 

3 min 

1.7/10% 

3.0/10% 

5.0/10% 

5.0/17.5 

7.5/26.3 

14.0/49 

Kattus'^ 

3 min 

1.0/10% 

1.5/10% 

2.0/10% 

2.5/10%c 

3.0/10%) 

3.5/10%) 

2.0/7 

5.0/17.5 

6.0/21 

6.5/23 

7.0/24.5 

8.5/30 

McHenry® 

3 min 

2.0/3% 

3.3/6% 

3.3/9%) 

3.3/12%) 

3.3/15%) 

3.3/18% 

3.0/10.5 

5.5/19.3 

7.0/24.5 

8.5/30 

10.0/35 

12.0/42 

Naughton® 

3 min 

1.0/0%. 

1.5/0% 

2.0/0%c 

2.0/3.5% 

2.0/7% 

3.0/10%) 

1.6/5.6 

2.0/7.0 

2.5/9.0 

3.5/12 

5.0/17.5 

7.0/24.5 

Sheffield, 0 

3 min 

1.7/0% 

1.7/5% 

1.7/10%) 

2.5/12%) 

3.4/14%) 

4.2/16%c 

2.0/7 

3.0/10.5 

5.0/17.5 

7.0/24.5 

10.0/35 

13.5/47.3 

*MET:  the  basal  O2  requirement  of  the  body  in  an  inactive  state,  sitting  quietly.  Considered  by  most  authorities 
to  be  3.5ml  Oa/kg/min.  (O2  requirement  units.). 


There  are  numerous,  excellent  exercise  pro- 
tocols as  demonstrated  in  Table  VI;  but  for  the 
most  part,  we  prefer  the  Bruce  protocol. 

The  level  at  which  the  exercise  stress  test  is 
terminated  remains  a controversial  aspect. 
Table  VII  is  a compilation  of  the  more  common 

Table  VII 

INDICATIONS  FOR  TERMINATION  OF 
THE  EXERCISE  STRESS  TEST 

1.  The  patient  voluntarily  wishes  to  stop  the  test. 

2.  Attainment  of  the  target  heart  rate,  usually 
90%  of  the  predicted  maximum  (Table  X) 

3.  The  patient  attains  his/her  maximal  effort. 

4.  PVC’s  coupled  in  pairs  or  with  an  increased 
frequency,  or  when  a run  of  ventricular  tachycardia 
develops. 

5.  Atrial  tachycardia,  or  atrial  fibrillation  with  a 
rapid  ventricular  response. 

6.  The  onset  of  a varying  degree  of  heart  block. 

7.  Progressive  or  severe  anginal  pain. 

8.  ST  segment  depression  that  becomes  greater 
than  4.0  mm. 

9.  The  pulse  and/or  systolic  blood  pressure  prog- 
ressively drop,  even  in  the  face  of  continuing  exer- 
cise. 

10.  The  patient  is  unable  to  continue  because  of 
dyspnea,  fatigue,  or  feeling  faint. 

11.  Signs  of  vertigo  or  visual  disturbances. 

12.  Musculoskeletal  pain  that  becomes  severe. 

13.  The  patient  appears  vasoconstricted,  eg,  pale, 
clammy,  or  cyanotic. 

14.  Extreme  elevation  in  the  blood  pressure;  max- 
imum systolic  220  mm  Hg.  and  maximum  diastolic 
130  mm  Hg. 

*The  key  to  proper  termination  is  the  constant  ob- 
servation of  the  patient  and  the  subjective  and  objec- 
tive information  provided  during  the  entire  testing 
procedure . 


indications  for  termination  of  the  exercise 
stress  test. 

Continuous  electrocardiographic  monitor- 
ing, utilizing  an  oscilloscope  is  mandatory.  It  is 
also  advisable  to  have  an  electrocardiogram, 
resting  pulse  rate  and  resting  blood  pressure. 
During  the  test,  the  patient’s  blood  pressure, 
heart  rate  and  an  electrocardiographic  tracing 
should  be  obtained  at  least  every  three  min- 
utes. Once  the  patient  has  reached  the  point  of 
exercise  termination,  the  treadmill  should  be 
lowered  to  the  initial  speed  and  allow  the  pa- 
tient to  "cool  down”  for  at  least  one  minute 
before  stopping  the  test  completely.  This  re- 
duces the  likelihood  of  precipitating  a vaso- 
vagal response.  After  the  one-minute  cool- 
down the  patient  is  asked  to  step  off  the  tread- 
mill and  sit  in  a chair  during  the  recovery 
period.  (Some  examiners  prefer  to  have  the  pa- 
tient placed  in  the  supine  position  during  this 
period.)  Patient  monitoring  should  be  con- 
tinued during  the  recovery  period  (usually 
about  five  to  ten  minutes).  The  recovery-period 
monitoring  should  be  continued  until  all  elec- 
trocardiographic and  blood  pressure  changes 
return  to  pre-test  levels.  If  anginal  pain  or  sig- 
nificant ST  segment  changes  are  present,  sub- 
lingual nitroglycerin  is  administered. 

INTERPRETATION 

ST  Segment  Changes.  Presently,  the  most 
widely  accepted  criterion  for  the  determination 
of  an  abnormal  exercise  stress  test  is  that  of  ST 
segment  displacement  present  in  the  elec- 
trocardiogram. Numerous  studies*^- 
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Table  VIII 

ST  SEGMENT  CRITERIA  EFFECT  ON 
SENSITIVITY  AND  SPECIFICITY 


Study 

Bruce*’ 

Mason’® 

Ryan’* 


ST  Segment 
Criteria 

1.0  mm  depression 
0.5  mm  depression 

2.0  mm  depression 


Sensitirity  Specificity 

6(Ff  907c 

94%  57% 

20%  98% 


have  shown  that  there  is  an  excellent  correla- 
tion of  the  coronary  angiographic  findings  with 
the  criteria  of  1.0  mm  or  greater  of  ST  segment 
displacement  on  the  electrocardiogram.  The 
use  of  the  1.0  mm  or  greater  ST  segment  dis- 
placement criterion  reduces  the  incidence  of 
false-positives  and  false-negatives  as  can  be 
noted  in  Table  VIII. 

Significant  ST  segment  displacement  is  de- 
fined as  1.0  mm  of  depression  or  elevation  at 
the  0.08-second  intrinsicoid.  It  has  been  shown 
that  the  development  of  ST  segment  displace- 
ment early-on  in  the  exercise  stress  test  is 
highly  suggestive  of  multi-vessel  disease  or  the 
presence  of  a significant  lesion  in  the  left  main 
coronary’  artery. 

"J-Point”  Depression.  A "normal”  ST  seg- 
ment change  that  can  be  noted  during  the 
stress  test  is  that  of  "J-Point”  depression. 
"J-Point”  depression  is  the  accentuation  of  the 
rate  of  rise  of  the  ST  segment  slope.  Normally 
there  is  only  a slight  depression,  but  if  the  de- 
pression becomes  greater  than  1.5  mm,  coro- 
nary artery  disease  should  be  suspected.  In  at 
least  one  study  by  Robb  and  Marks,*'  mild 
"J-Point”  depression  (less  than  1.0  mm)  was 
not  only  normally  present  after  exercise,  but 
the  survival  rate  of  the  insurance  policy  holder 
with  the  mild  "J-Point”  depression  was  better 
than  those  individuals  with  a completely 
"normal”  ST  segment. 


ST  Segment  Elevation.  There  is  a small  per- 
centage of  individuals  that  will  have  horizon- 
tal ST  segment  elevation.®-  *-•  *^  WTien  the  ST 
segment  elevation  is  equal  to  or  greater  than 

1.0  mm,  it  is  considered  to  be  specific  for  the 
presence  of  coronary  artery  disease.  This  type 
of  phenomenon  is  generally  seen  in  patients 
with  Prinzmetal  or  variant  angina.  ST  seg- 
ment elevation  on  exercise  stress  testing  is 
quite  rare,  and  most  patients  with  Prinzmetal 
or  variant  angina  have  normal  exercise  stress 
test  responses. 

U-Wave  Changes.  A U-wave  that  is  positive 
at  rest  and  becomes  inverted  during  exercise  is 
another  rare  finding  that  is  suggestive  of  coro- 
nary artery  disease  when  noted  in  the  absence 
of  left  ventricular  hypertrophy. 

T-Waue  Changes.  The  appearance  of  an  iso- 
lated T-wave  inversion  during  or  after  exercise 
represents  a non-diagnostic  finding  and  is  not 
necessarily  indicative  of  coronary  artery  dis- 
ease. On  the  other  hand,  patients  who  nor- 
malize a previously  inverted  T-wave,  syn- 
chronous with  the  onset  of  anginal  chest  pain 
is  suggestive  of  coronary  artery  disease. 

S-4  Gallop.  The  presence  of  an  S-4  gallop 
heard  during  auscultation,  during  or  after  ex- 
ercise, has  been  the  subject  of  considerable  con- 
troversy in  regards  to  its  clinical  significance. 
McHenry,®  et  al,  contend  that  in  their  experi- 
ence, patients  who  develop  chest  pain  during 
exercise  and  a clearly  audible  S-4  gallop  in  the 
upright  position  are  very  apt  to  have  myocar- 
dial ischemia,  if  there  is  no  pre-existing  hyper- 
tension or  congenital  heart  disease. 

Post-Ectopic  T-wave  Changes.  One 
phenomena  that  is  occasionally  overlooked 
when  interpreting  the  stress  test  is  that  of  the 
"post-ectopic”  T-wave  changes.  Post-ectopic 
T-wave  changes  are  morphological  changes  in 
the  T-wave  of  the  sinus  beat  that  follows  an 
ectopic  beat,  usually  an  intei-polated  prema- 
ture ventricular  contraction.  Surawicz*^  as- 


Table  IX 

PREDICTABILITY  OF  THE  NEAR-MAXIMAL  EXERCISE  STRESS  TEST 


Study 

Martin’® 

McHeniy-2 

Kaplin-3 

AVERAGE 


Number  of 
Patients 
63 
112 
137 


Angiographic 
Criteria 
50%  stenosis 
75%  stenosis 
50%  stenosis 


Single  Vessel 
Disease 
35% 

60% 

46% 

47% 


Two  Vessel 
Disease 
67% 

91% 

73% 

77% 


Three  Vessel 
Disease 
86% 

100% 

87% 

91% 


*A  significant  lesion  in  the  left  main  coronary  artery'  would  have  about  the  same  predictability  as  that  of 
three-vessel  disease. 
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Table  X 

PREDICTED  HEART  RATES/MINUTE  ACCORDING  TO  AGE  AND  PHYSICAL  FITNESS 


Age 

Unconditioned 

20 

25 

30 

35 

40 

45 

50 

55 

60 

65 

70 

75 

80 

85 

90 

10(X7f 

197 

195 

193 

191 

189 

187 

184 

182 

180 

178 

176 

174 

172 

170 

168 

907c 

177 

175 

173 

172 

170 

168 

166 

164 

162 

160 

158 

157 

155 

153 

151 

857c 

167 

165 

164 

162 

160 

154 

156 

155 

153 

151 

149 

148 

146 

144 

143 

157c 

148 

146 

144 

143 

142 

140 

138 

137 

135 

134 

132 

131 

129 

128 

126 

OWc 

118 

117 

115 

114 

113 

112 

no 

109 

108 

107 

106 

104 

103 

102 

101 

Conditioned 

100% 

190 

188 

186 

184 

182 

180 

177 

175 

173 

171 

169 

167 

165 

163 

161 

90% 

171 

169 

167 

166 

164 

162 

159 

158 

156 

154 

152 

150 

149 

147 

145 

85% 

161 

160 

158 

156 

155 

153 

150 

149 

147 

145 

144 

142 

140 

138 

137 

75% 

143 

141 

140 

138 

137 

135 

133 

131 

130 

128 

127 

125 

124 

122 

121 

60% 

114 

113 

112 

no 

109 

108 

106 

105 

104 

103 

101 

100 

99 

98 

97 

serts  that  the  post-ectopic  T-wave  changes  are 
suggestive  of  coronary  artery  disease,  but 
points  out  that  on  rare  occasions  they  can  be 
seen  in  "normal”  individuals. 

Double  Product.  In  a recent  study  by 
Berman,'^  et  al,  at  the  Peter  Bent  Brigham 
Hospital  it  was  found  that  patients  with  coro- 
nary artery  disease  nearly  always  had  a double 
prodpct  (the  maximum  heart  rate  attained 
during  exercise  multiplied  by  the  maximum 
systolic  blood  pressure  attained  during  exer- 
cise) of  less  than  23,000.  It  was  also  noted  that 
807c  of  the  patients  with  one  to  two  mm  of  ST 
segment  depression  plus  a double  product  of 
less  than  23,000,  or  an  exercise  duration  of  less 


than  six  minutes,  or  early  ST  segment  changes 
had  multivessel  disease. 

R-Wave  Amplitude.  In  1956,  Brody**^  post- 
ulated that  the  R-wave  amplitude  should  de- 
crease with  exercise  because  of  a reduction  in 
left  ventricular  volume  secondary  to  an  en- 
hanced contractility.  In  a study  by  Bonaris,'^  et 
al,  at  the  Long  Beach  Memorial  Hospital  in 
California,  it  was  found  that  the  R-wave  amp- 
litude in  a single  lead  (usually  V5)  decreased 
in  90  percent  of  the  normal  subjects  tested.  On 
the  other  hand,  60  percent  of  the  patients  with 
coronary  artery  disease  (confirmed  by  coronary 
angiography)  had  a significant  increase  in  the 
R-wave  amplitude.  It  was  also  noted  in  this 


Table  XI 

DOUBLE  PRODUCTS 


Maximum  Heart  Rate  in  Beats  per  Minute 


135 

140 

145 

150 

155 

160 

165 

170 

175 

180 

185 

190 

195 

200 

205 

210 

120 

16200 

16800 

17400 

18000 

18600 

19200 

19800 

20400 

21000 

21600 

22200 

22800 

23400 

24000 

24600 

25200 

125 

16875 

17500 

18125 

18750 

19375 

20000 

20625 

21250 

21875 

22500 

23125 

23750 

24375 

25000 

25625 

26250 

130 

17550 

18200 

18850 

19500 

20150 

20800 

21450 

22100 

22750 

23400 

24050 

24700 

25350 

26000 

26650 

27300 

135 

18225 

18900 

19575 

20250 

20950 

21600 

22275 

22950 

23625 

24300 

24975 

25650 

26325 

27000 

27675 

28350 

140 

18900 

19600 

20300 

21000 

21700 

22400 

23100 

23800 

24500 

25200 

25900 

26600 

27300 

28000 

28700 

29400 

145 

19575 

20300 

21025 

21750 

22475 

23200 

23925 

24650 

25375 

26100 

26825 

27550 

28275 

29000 

29725 

30450 

150 

20250 

21000 

21750 

22500 

23250 

24000 

24750 

25500 

26250 

27000 

27750 

28500 

29250 

30000 

30750 

31500 

155 

20925 

21700 

22475 

23250 

24025 

24800 

25575 

26350 

27125 

27900 

28625 

29450 

30225 

31000 

31775 

32550 

160 

21600 

22400 

23200 

24000 

24800 

25600 

26400 

27200 

28000 

28800 

29600 

30400 

31200 

32000 

32800 

33500 

165 

22275 

23100 

23925 

24750 

25575 

26400 

27225 

28050 

28875 

29700 

30525 

31350 

32125 

33000 

33825 

34650 

170 

22950 

23800 

24650 

25500 

26350 

27200 

28000 

28900 

29750 

30600 

31450 

32300 

33150 

34000 

34850 

35700 

175 

23625 

24500 

25375 

26250 

27125 

28000 

28875 

29750 

30625 

31500 

32375 

33250 

34125 

35000 

35875 

36750 

180 

24300 

25200 

26100 

27000 

27900 

28800 

29700 

30600 

31500 

32400 

33300 

34200 

35100 

36000 

36900 

37800 

185 

24975 

25900 

26825 

27750 

28675 

29600 

30575 

31450 

32375 

33300 

34225 

35150 

36075 

37000 

37925 

38850 

190 

25650 

26600 

27550 

28500 

29450 

30400 

31350 

32300 

33250 

34200 

35150 

36100 

37050 

38000 

38950 

39900 

195 

26325 

27300 

28275 

29250 

30225 

31200 

32175 

33150 

34125 

35100 

36075 

37050 

38250 

39000 

39975 

40950 

200 

27000 

28000 

29000 

30000 

31000 

32000 

33000 

34000 

35000 

36000 

37000 

38000 

39000 

40000 

41000 

42000 

205 

27675 

28700 

29725 

30750 

31775 

32800 

33825 

34850 

35875 

36900 

37925 

38950 

39975 

41000 

42025 

43050 

210 

28350 

29400 

30450 

31500 

32550 

33600 

34650 

35700 

36750 

37800 

38850 

39900 

40950 

42000 

43050 

44100 

215 

29025 

30100 

31175 

32250 

33325 

34400 

35475 

36550 

37625 

38700 

39775 

40850 

41925 

43000 

44075 

45150 

220  29700  30800  31900  33000  34100  35200 
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37400 

38500 

39600 

40700 

41800 

42900 

44000 
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Age,  sex,  body  mass,  use  of  selected 
medications  and  change  in  weight  were 
related  to  fasting  plasma  glucose  levels  in  this 
rural  Oklahoma  population. 

Introduction 

There  are  a number  of  methods  employed  to 
define,  classify  and  report  cases  of  diabetes. 
The  National  Diabetes  Group  has  recently  rec- 
ommended the  use  of  fasting  plasma  glucose 
(FPG)  values.^  This  measurement  is  con- 
sidered to  be  well  standardized  and  is  easily 
and  precisely  determined.^-  ^ There  are  little 
data  currently  available  on  the  distribution  of 
FPG  levels  in  large  free-living  populations. 

This  work  was  supported  by  contract  #N01  HV2-2932-L  granted  by  the 
National  Heart.  Lung  and  Blood  Institute  of  the  National  Institutes  of  Health. 


Studies  have  described  the  impact  of  factors 
such  as  oral  contraceptive  use  on  glucose 
tolerance,^  ^ but  generally  have  not  assessed 
their  association  with  FPG  levels. 

The  present  study  provides  descriptive  in- 
formation for  Oklahomans  on  FPG  levels  and 
estimates  the  prevalence  of  hyperglycemia.  In 
addition,  the  relationships  of  body  mass,  age, 
sex  and  use  of  selected  medications  to  FPG 
levels  are  also  examined.  This  study  is  the 
fourth  in  a series  of  publications  reporting  re- 
sults from  the  Oklahoma  Lipid  Research  Clinic 
(LRC)  Prevalence  Study. 

METHODS 

Study  Population 

The  Oklahoma  LRC  is  one  of  ten  North 
American  Clinics  established  by  the  National 
Heart,  Lung  and  Blood  Institute  in  1971-2,  to 
investigate  the  relationship  of  lipids  and  lipop- 
roteins to  coronary  heart  disease.  The 
methodology  of  the  Oklahoma  LRC  Prevalence 
Studies  has  been  described  previously.*-  * 
Briefly,  a multistage  random  sample  of  approx- 
imately 10,000  residents  of  four  counties 
(Canadian,  Lincoln,  McClain  and  Pot- 
tawatomie) was  drawn,  and  these  individuals 
were  invited  to  an  initial  screening  examina- 
tion (Visit  1).  The  overall  participation  rate  for 
Visit  1 was  76  percent.  A 15  percent  random 
sample  of  Visit  1 participants  was  invited  to  a 
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Fig  1.  Mean  fasting  plasma  glucose  (FPG)  levels 
(mg/dl)  by  age  in  white  men  and  women. 

second,  more  extensive  examination  (Visit  2). 
Visit  1 subjects  with  elevated  lipids  and  those 
who  reported  taking  lipid  lowering  drugs  were 
also  invited  to  participate  in  the  Visit  2 screen- 
ing. 

In  addition  to  lipid  and  lipoprotein  determi- 
nations, the  Visit  2 examination  included  rest- 
ing and  stress  electrocardiography;  a detailed 
questionnaire  about  cardiovascular  symptoms 
and  morbidity,  personal  habits  and  medication 
consumption  within  the  two  weeks  prior  to  in- 
terview; a 24-hour  dietary  recall;  an- 
thropometry and  fasting  determinations  of 
eight  non-lipid  clinical  chemistries  including 


plasma  glucose.  Subjects  were  not  asked  speci- 
fically whether  they  had  been  diagnosed  as 
hyperglycemic  or  diabetic. 

The  random  sample  Visit  2 participants  in- 
cluded 382  white  men  and  454  white  women 
who  were  20  years  of  age  or  older.  In  the  pres- 
ent study,  analyses  of  FPG  values  from  the 
Visit  2 random  sample  were  restricted  to  319 
white  men  and  377  white  women  who  met  the 
following  criteria:  fasting  at  least  12  hours  but 
less  than  16  hours,  not  taking  antidiabetic 
medications  or  a diabetic  diet.  Body  Mass 
Index  (BMI=weight  (kgs)/height  (mp)  less 
than  50.0  and  FPG  values  greater  than  or 
equal  to  30  mg/dl  but  less  than  300  mg/dl.  A 
total  of  51  men  and  63  women  who  did  not  meet 
the  fasting,  BMI  or  FPG  criteria  were  excluded 
from  analyses.  These  individuals  were  slightly 
older  than  the  study  population,  but  did  not 
differ  significantly  in  either  BMI  or  FPG  val- 
ues. 

FPG  values  for  those  reporting  use  of  an- 
tidiabetic drugs  and/or  a diabetic  diet  ( 12  men 
and  14  women)  are  reported  separately  and  are 
not  included  in  the  majority  of  the  tables  or 
figures. 

Fasting  Plasma  Glucose  Determinations 

Venous  blood  samples  were  centrifuged, 
separated  into  their  plasma  and  serum  compo- 
nents, frozen  and  mailed  to  a central  commer- 
cial laboratory  serving  the  LRC  program. 


TABLE  1 

FASTING  PLASMA  GLUCOSE  DISTRIBUTION  (mg/dl)  IN  WHITE  MEN  AND  WOMEN 
BY  AGE,  EXCLUDING  USERS  OF  ANTIDIABETIC  DRUGS  OR  DIABETIC  DIET 

MEN  WOMEN 

Percentiles  Percentiles 

AGE 


(YEARS)  N 

MEAN 

S.D. 

5 

10 

50 

90 

95 

N 

MEAN 

S.D. 

5 

10 

50 

90 

95 

20-24 

25 

95 

10.5 

77 

81 

96 

112 

116 

28 

86 

6.9 

76 

78 

86 

100 

101 

25-29 

28 

96 

7.8 

86 

87 

94 

109 

114 

36 

88 

7.3 

78 

79 

88 

100 

101 

30-34 

38 

95 

5.4 

87 

87 

94 

103 

106 

39 

93 

7.7 

83 

84 

92 

104 

109 

35-39 

26 

98 

7.8 

84 

87 

96 

110 

112 

36 

92 

8.2 

81 

83 

91 

106 

109 

40-44 

39 

99 

12.0 

82 

87 

96 

111 

119 

40 

94 

13.2 

80 

83 

93 

108 

119 

45-49 

29 

98 

8.2 

86 

87 

97 

110 

115 

29 

92 

7.3 

80 

84 

91 

104 

108 

50-54 

25 

99 

7.2 

86 

89 

99 

108 

115 

27 

98 

12.3 

80 

83 

95 

115 

131 

55-59 

41 

101 

11.7 

84 

89 

99 

117 

122 

43 

96 

9.4 

80 

83 

96 

no 

114 

60-64 

22 

102 

11.3 

86 

88 

102 

123 

127 

28 

96 

9.1 

84 

86 

95 

112 

116 

65-69 

28 

102 

8.2 

86 

89 

102 

112 

114 

30 

103 

16.8 

86 

89 

100 

128 

152 

70-74 

12 

98 

10.3 

83 

84 

98 

116 

117 

24 

97 

11.6 

84 

86 

96 

111 

131 

75  + 
ALL 

6 

95 

10.4 

78 

78 

98 

106 

106 

17 

100 

7.2 

85 

90 

100 

109 

no 

AGES 

319 

98 

9.6 

85 

87 

97 

111 

113 

377 

94 

11.0 

80 

83 

93 

107 

111 

90 
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Plasma  glucose  determinations  were  done  by 
the  hexokinase  method  using  the  Technicon 
Autoanalyzer."’ 

Statistical  Methods 

A multiple  regression  model  was  used  to  ex- 
amine the  relationship  of  an  independent  vari- 
able to  FPG  levels  while  controlling  for  the  ef- 
fects of  other  independent  variables.  The  in- 
teractive effects  of  selected  independent  vari- 
ables on  FPG  levels  were  also  investigated 
using  a general  linear  model  from  the  Statisti- 
cal Analysis  System  (SAS). 

In  the  Visit  2 interview,  subjects  were  asked 
how  much  they  weighed  at  age  18  years.  Thus, 
it  was  possible  to  approximate  each 
individual’s  BMI  at  age  18  using  the  following 
formula:  BMI, „= weight  at  age  18  (kgVHeight 
(m)-  at  Visit  2.  A two-by-three  cross  classifica- 
tion model  was  then  used  to  compare  age- 
adjusted  mean  FPG  levels  by  change  in  BMI 
category  based  on  weight  at  18  years  of  age  to 
BMI  category  based  on  weight  at  Visit  2. 

RESULTS 

Age  and  Sex  Differences 

Mean  FPG  values  tended  to  be  higher  at 
older  ages  in  each  sex  (Figure  1),  although  the 
slope  of  the  line  was  steeper  for  women.  How- 
ever, in  the  oldest  men  FPG  values  were 
slightly  lower  than  in  the  next  younger  cohort, 
which  may  be  due  in  part  to  the  small  number 
of  observations  in  the  oldest  age  group. 

Men  had  higher  mean  FPG  levels  than 
women  at  nearly  every  age  with  differences 
ranging  from  one  to  nine  mg/dl  (Table  1).  Sex 
differences  in  age-specific  mean  values  of  FPG 
were  largest  prior  to  age  50.  The  overall  mean 
FPG  level  in  men  (98  mg/dl)  was  significantly 
higher  (p  « .0001)  than  that  in  women  (94 
mg/dl)  after  adjusting  for  differences  between 
the  sexes  in  age  and  body  mass. 

The  distribution  of  FPG  in  men  and  women 
is  slightly  skewed  toward  higher  values.  How- 
ever, the  overall  mean,  mode  and  median  (50th 
percentile)  FPG  values  for  each  sex  are  fairly 
similar,  suggesting  that  the  distributions  of 
FPG  in  both  sexes  are  approximately  normal. 

Frequency  of  Hyperglycemia 

Using  the  cut-points  for  FPG  advocated  by 
the  National  Diabetes  Group,  the  vast  majority 


of  men  (95^)  and  women  (94%)  in  our  popula- 
tion had  FPG  levels  considered  to  be  within  the 
normal  range,  ie  80-114  mg/dl.  Women  were 
more  likely  to  have  FPG  levels  less  than  80 
mg/dl  compared  with  men  (3.2%  vs  0.9%), 
while  the  frequency  of  FPG  levels  exceeding 
114  mg/dl  was  greater  in  men  (4.4%)  thafi  in 
women  (2.9%).  In  both  sexes,  the  highest  per- 
centage of  subjects  with  FPG  levels  in  the 
range  115-139  mg/dl  were  aged  60-69.  Only 
two  men  (0.6%)  and  two  women  (0.5%)  had 
FPG  levels  exceeding  139  mg/dl. 

Body  Mass  Index 

Age-specific  and  overall  mean  FPG  levels  in 
both  men  and  women  tended  to  be  higher  in 
those  with  greater  body  mass  (Table  2).  A 
higher  FPG  level  at  older  ages  was  also  ob- 
served within  each  of  the  three  categories  of 
BMI  for  both  men  and  women.  This  suggests 
that  FPG  levels  are  related  to  both  age  and 
body  mass.  The  increment  in  FPG  with  each 
unit  increase  in  BMI  (eg.  23.1  to  24.1),  after 
adjusting  for  age  differences  in  BMI,  was  0.75 
mg/dl  (p  ^ .0001)  in  women  and  0.72  mg/dl  in 
men  (p  < .0001).  The  increment  in  FPG  for 
every  ten  years  of  age  was  2 mg/dl  (p  ^ .0001) 
in  women  and  1.2  mg/dl  (p  = .0004)  in  men. 

These  data  were  further  examined  in  order 
to  determine  whether  a change  in  body  mass 
from  18  years  of  age  to  that  at  Visit  2 had  an 
effect  on  FPG  levels  (Table  3).  Those  men  and 
women  who  lost  weight  (ie,  were  overweight  at 
age  18  but  had  normal  body  mass  at  Visit  2) 
had  lower  FPG  levels  than  those  who  remained 


100  r 


^ 1 ^ ^ ^ 1 ^ ^ 

20  25  30  35  40  45  50  55  60-* 

AGE  (years) 

Fig  2.  Mean  fasting  plasma  glucose  (FPG)  levels 
(mg/dl)  by  age  and  use  of  exogenous  sex  hormones  in 
white  women. 
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TABLE  2 


MEAN  FASTING  PLASMA  GLUCOSE  (mg/dl)  - 1 S.D.  IN  WHITE  MEN  AND  WOMEN 

BY  AGE  AND  BODY  MASS* 


MEN  WOMEN 


AGE 

NORMAL 

FAT 

OBESE 

NORMAL 

FAT 

OBESE 

20-29 

94  ± 10 

98  ± 5 

96  ± 10 

85  ± 5 

87  ± 8 

93  ± 7 

(28) 

(8) 

(17) 

(33) 

(13) 

(18) 

30-39 

94  ± 7 

94  ± 5 

99  ± 7 

90  ± 8 

93  ± 8 

95  ± 7 

(16) 

(20) 

(28) 

(37) 

(11) 

(27) 

40-49 

93  ± 7 

97  ± 7 

103  ± 13 

90  ± 6 

92  ± 8 

96  ± 14 

(23) 

(18) 

(27) 

(26) 

(11) 

(32) 

50-59 

96  ± 8 

107  ± 15 

101  ± 7 

91  ± 7 

98  ± 13 

99  ± 10 

(30) 

(15) 

(21) 

(17) 

(19) 

(34) 

60-69 

99  ± 9 

103  ± 10 

104  ± 9 

91  ± 7 

97  ± 7 

104  ± 16 

(16) 

(10) 

(24) 

(12) 

(10) 

(36) 

70  + 

92  ± 9 

102  ± 7 

104  ± 9 

95  ± 7 

96  ± 9 

102  ± 11 

(9) 

(5) 

(4) 

(17) 

(6) 

(18) 

ALL  AGES 

95  ± 8 

99  ± 10 

101  ± 10 

90  ± 7 

94  ± 10 

99  ± 13 

(122) 

(76) 

(121) 

(142) 

(70) 

(165) 

*Normal  (<110%  Ideal):  BMI  <24.64  (men):  BMI  <22.99  (women) 

Fat  (110-119%  Ideal):  24.64 < BMI<(men);  22.99  ±BMI  <25.08  (women) 
Obese  (^120%  Ideal):  BMI  3=26.88  (men);  BMI  3^25.08  (women) 

BMI  categories  defined  according  to  WesU'' 

( ) = Number  of  observations 


TABLE  3 

AGE-ADJUSTED  MEAN  FASTING  PLASMA  GLUCOSE  (mg/dl)  IN  WHITE  MEN  AND  WOMEN 
BY  CHANGE  IN  BODY  MASS*  FROM  AGE  18  YEARS  TO  VISIT  2 


MEN  WOMEN 

BODY  MASS  AT  VISIT  2++  BODY  MASS  AT  VISIT  2tt 


BODY  MASS  NORMAL 
AT  AGE  18t 

FAT  OBESE 

TOTAL 

NORMAL 

FAT 

OBESE 

TOTAL 

NORMAL 

95 

99 

102 

98 

91 

94 

98 

94 

(115) 

(61) 

(73) 

(249) 

(127) 

(64) 

(110) 

(301) 

OVERWEIGHT 

97 

103 

99 

100 

87 

91 

98 

92 

(FAT  & OBESE) 

(7) 

(15) 

(48) 

(70) 

(15) 

(6) 

(55) 

(76) 

TOTAL 

96 

101 

101 

98 

89 

93 

98 

94 

(122) 

(76) 

(121) 

(319) 

(142) 

(70) 

(165) 

(377) 

*Normal  (<110%  Ideal):  BMI  <24.64  (men);  BMI  <22.99  (women) 

Fat  (110-119%  Ideal):  24.64  « BMI  <26.88  (men);  22.99^25.08  (women) 
Obese  (3120%  Ideal):  BMI  326.88  (men);  BMI  325.08  (women) 


' Body  mass  categories  based  on  weight  at  18  years  of  age. 
^'^Body  mass  categories  based  on  weight  at  Visit  2 

( ) Number  of  observations 


overweight.  Women  who  were  overweight  at 
age  18  but  who  had  normal  body  mass  at  Visit 
2 had  the  lowest  mean  FPG  value.  Current 
weight  appeared  to  be  more  closely  related  to 
current  FPG  levels  than  weight  at  age  18 
years. 


Sex  Hormone  Use 

The  association  of  FPG  levels  in  women  and 
reported  use  of  exogenous  sex  hormones  was 
also  investigated  (Table  4 and  Figure  2).  Sex 
hormone  use  in  women  less  than  40  years  of 
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TABLE  4 


FASTING  PLASMA  GLUCOSE  DISTRIBUTION  (mg/dl)  IN  WHITE  WOMEN 
BY  SEX  HORMONE  USE  AND  AGE,  EXCLUDING  USERS  OF 
ANTIDIABETIC  DRUGS  OR  DIABETIC  DIET 


PERCENTILES  (mg/dl) 


AGE 

(YEARS) 

SEX  HORMONES 

N 

MEAN 

(mg/dl) 

S.D. 

5 

50 

95 

USER 

27 

85 

5.4 

76 

85 

99 

20-29 

NON-USER 

37 

90 

7.5 

78 

89 

102 

USER 

13 

92 

5.1 

85 

92 

105 

30-39 

NON-USER 

62 

93 

8.4 

81 

91 

109 

USER 

13 

93 

5.2 

85 

94 

99 

40-49 

NON-USER 

56 

93 

12.1 

80 

91 

111 

USER 

12 

98 

7.2 

89 

97 

114 

50-59 

NON- USER 

58 

97 

11.2 

80 

96 

116 

USER 

6 

95 

7.0 

89 

94 

103 

60  + 

NON-USER 

93 

99 

12.7 

85 

98 

129 

USER 

71 

90 

7.5 

79 

89 

104 

ALL  AGES 

NON-USER 

306 

95 

11.4 

81 

94 

112 

age  is  assumed  primarily  to  reflect  oral  con- 
traceptive consumption.  After  age  49,  however, 
sex  hormone  use  is  most  likely  to  be  that  of 
replacement  estrogens.  Among  women  aged 
20-39  or  over  59  years,  users  of  sex  hormones 
had  lower  mean  FPG  levels  than  non-users. 
After  adjusting  for  differences  in  BMI  and  age 
between  hormone  users  and  non-users,  hor- 
mone users  aged  20-39  had  a mean  FPG  level 
almost  2.5  mg/dl  lower  than  non-users  in  the 
same  age  range  (p=.08).  The  adjusted  mean 
FPG  level  in  hormone  users  above  age  49  years 
was  1.9  mg/dl  lower  than  non-users  (p  = .49). 

The  distribution  of  sex  hormone  users  and 
non-users  by  age  antLFPG  categories  (ie  <80 
mg/dl,  80-114  mg/dl,  115-139  mg/dl,  >139 
mg/dl)  was  also  investigated.  Although  the 
number  of  observations  was  small  for  all  but 
the  80-114  mg/dl  category,  FPG  levels  less 
than  80  mg/dl  were  twice  as  common  in  hor- 
mone users  than  in  non-users  (5.6%  vs  2.6%). 
FPG  levels  greater  than  114  mg/dl  were  found 
only  in  11  of  the  207  non-users  of  sex  hormones 
aged  40  years  or  older. 

Use  of  Antihypertensive  Medication 
and/or  Diuretics 

In  our  population  27  men  and  77  women 
were  taking  antihypertensive  medication 
and/or  diuretics.  In  men,  users  of  antihyper- 
tensives or  diuretics  had  a significantly 
(p^.05)  higher  mean  FPG  level  than  non-users 


(103  mg/dl  vs.  98  mg/dl).  However,  when  the 
differences  in  age  and  BMI  between  users  and 
non-users  were  statistically  controlled,  users 
had  only  slightly  higher  mean  FPG  levels  (100 
mg/dl)  than  non-users  (98  mg/dl)  and  the  dif- 
ference was  no  longer  significant  (p=.28). 
Women  who  used  antihypertensives  or  diure- 
tics had  a significantly  higher  mean  FPG  value 
(101  mg/dl  vs  93  mg/dl)  than  non-users 
(p<.05).  After  statistically  correcting  for  the 
confounding  effects  of  age  and  body  mass, 
female  users  of  antihypertensives  or  diuretics 
still  had  higher  mean  FPG  levels  (97  mg/dl  vs 
94  mg/dl)  than  non-users  (p<.01),  although  the 
magnitude  of  the  difference  was  reduced. 

Use  of  Antidiabetic  Medication 
and/or  Diabetic  Diet 

Twelve  men  (3.6%)  and  14  women  (3.6%)  re- 
ported use  of  antidiabetic  drugs  and/or  a diabe- 
tic diet  within  the  two  weeks  prior  to  the  Visit 
2 screening.  The  majority  (ten  men,  nine 
women)  of  those  using  antidiabetic  drugs  were 
on  oral  agents.  The  mean  FPG  level  in  men  on 
antidiabetic  drugs  (135  mg/dl)  was  signific- 
antly higher  (p«.05)  than  in  non-users  (98 
mg/dl).  In  women,  users  of  antidiabetic  drugs 
and/or  diabetic  diet  also  had  a significantly 
higher  (p^.05)  mean  FPG  level  (129  mg/dl) 
than  non-users  (94  mg/dl).  The  number  of  insu- 
lin users  (two  men,  three  women)  was  too  small 
for  meaningful  comparisons. 
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Estimated  Prevalence  of  Diabetes 

The  overall  prevalence  of  known  and  sus- 
pected "diabetes”  in  this  population  can  be  ap- 
proximated by  combining  the  number  of  indi- 
viduals reporting  use  of  antidiabetic  medica- 
tions (12  men  and  14  women)  and  those  with 
FPG  levels  above  139  mg/dl  (two  men  and  two 
women).  Thus  14  men  (4.2%)  and  16  women 
(4.1%)  could  be  considered  "diabetic”  according 
to  these  criteria,  although  it  is  acknowledged 
that  one  fasting  determination  is  not  diagnos- 
tic. Excluding  those  individuals  on  anti- 
diabetic medications  and/or  diabetic  diet,  the 
prevalence  of  hyperglycemia  (FPG  > 139 
mg/dl)  in  this  population  is  quite  low  (0.6%  in 
men  and  0.5%  in  women). 

DISCUSSION 

Mean  FPG  levels  were  higher  in  each  suc- 
ceeding age  cohort  until  the  sixth  decade  in 
both  sexes.  For  men,  the  average  change  in 
FPG  from  the  mean  value  for  ages  20-24  to 
that  for  ages  60-64  was  a modest  7 mg/dl.  This 
corresponds  to  a difference  of  1.5  mg/dl  per  de- 
cade. In  women,  the  difference  was  slightly 
higher  (10  mg/dl),  corresponding  to  a change  of 
2.2  mg/dl  per  decade. 

After  age  69,  mean  FPG  levels  tend  to  be 
lower  in  men,  whereas  no  consistent  pattern  is 
seen  in  women.  Since  these  data  are  drawn 
from  a cross-sectional  survey,  we  only  have 
FPG  values  on  individuals  who  have  survived 
long  enough  to  be  measured.  Thus  the  lower 
values  observed  in  mean  FPG  levels  in  men 
after  age  69  may  reflect  a survivorship  effect  if, 
in  fact,  FPG  levels  are  related  to  mortality. 
That  is,  men  with  higher  mean  FPG  levels  may 
have  died  before  age  70  while  those  with  lower 
mean  FPG  survived  into  old  age.  Assuming 
that  FPG  is  related  to  mortality,  the  absence  of 
a consistent  age  trend  in  women  after  age  69 
does  not  negate  differential  survivorship,  but 
is  consistent  with  the  possibility  that  FPG  may 
be  a stronger  predictor  of  mortality  for  men 
than  women. 

The  slight  overall  increase  in  mean  FPG 
levels  by  age  in  this  population  is  also  consis- 
tent with  findings  reported  by  others.**’  *^ 
Barrett-Connor*'  reported  consistently  lower 
mean  FPG  levels  in  men  after  age  60,  and  an 
absence  of  a consistent  relationship  between 
FPG  and  age  in  women  after  the  sixth  decade. 
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The  similarity  in  age  trends  seen  for  both  sexes 
in  these  two  studies  is  supportive  of  and  consis- 
tent with  either  a real  decline  in  FPG  levels  in 
men  that  does  not  occur  in  women,  or  the  sur- 
vivorship hypothesis. 

The  increase  in  FPG  values  at  older  ages  ob- 
served in  the  present  study  is  relatively  small 
when  compared  with  reported  increases  in 
post-challenge  glucose  levels  (6  to  18  mg/dl  per 
decade).*^’  *^  Indeed,  when  post-challenge  glu- 
cose levels  are  used  to  ascertain  the  prevalence 
of  diabetes  in  older  individuals,  as  many  as 
50%  could  be  considered  diabetic.*^  This  high 
estimated  prevalence  of  diabetes  in  older  per- 
sons is  not  confirmed  by  the  development  of 
clinical  disease  in  the  majority  of  cases. *^  Since 
FPG  does  not  change  with  age  as  much  as 
post-challenge  glucose  measures,  FPG  may  be 
a more  specific  measure  (fewer  false  positives) 
of  true  glucose  impairment,  especially  in  older 
persons. 

In  this  population,  men  had  higher  levels 
(mean  and  individual  percentiles)  of  FPG  than 
women  at  nearly  every  age,  with  differences 
between  the  sexes  tending  to  be  larger  at  the 
younger  ages.  Other  studies  have  also  observed 
higher  FPG  levels  in  men  than  in 
women,**’ *®’ *'  in  contrast  to  the  reported 
higher  prevalence  of  diabetes  in  women  than 
in  men.***’  **  Furthermore,  women  tend  to  have 
higher  post-challenge  glucose  levels  than 
men.***  There  is  a suggestion,  however,  that  the 
sex  ratio  in  maturity  onset  diabetes  may 
be  changing  from  female  to  male 
predominance.'*^’  The  higher  levels  of  FPG  in 
men  in  this  cross-sectional  study  are  perhaps 
reflective  of  that  change. 

One  reason  that  men  may  have  higher  mean 
FPG  values  than  women  is  that  men  have  a 
larger  body  mass.  It  is  widely  accepted  that 
body  mass  is  highly  correlated  with  glucose  to- 
lerance levels,  and  several  studies  show  a di- 
rect positive  relationship  between  body  mass 
and  fPG.^’**’*^’*®  In  this  study  we  also  found  a 
direct,  positive  association  between  BMI  and 
FPG  in  both  sexes  and  in  all  ages.  However,  in 
each  category  of  BMI  and  for  most  age  groups, 
men  still  had  higher  FPG  values  than  women. 
As  a greater  proportion  of  women  than  men 
were  obese  in  this  population,  there  appears  to 
be  a real  sex  difference  in  FPG  levels  that  is 
not  accounted  for  by  body  mass  alone. 

Examination  of  the  impact  of  weight  change 
(from  age  18  to  age  at  Visit  2)  on  FPG  levels, 
although  yielding  several  interesting  results, 
should  be  interpreted  with  caution  as  there 
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may  be  methodologic  biases  inherent  in  the 
variable  "BMI  at  age  18”.  The  length  of  time 
from  age  18  to  Visit  2 varied  depending  on  the 
age  of  the  participant  at  Visit  2.  In  addition, 
BMI  at  age  18  was  calculated  using  height 
measured  at  Visit  2.  While  this  may  not  have 
induced  much  bias  in  younger  individuals,  it 
may  lead  to  overestimation  of  BMI  in  older  in- 
dividuals who  may  have  lost  height  since  age 
18.  Furthermore,  weight  at  age  18  may  not 
represent  an  individual’s  maximum  weight, 
and  thus  may  underestimate  the  impact  of 
weight  change.  There  is  no  information  on  the 
length  of  time  an  obese  person  had  been  over- 
weight. 

Given  these  cautions,  the  results  suggest 
that  in  both  men  and  women  current  obesity  is 
more  strongly  related  to  increased  FPG  levels 
regardless  of  body  mass  at  age  18.  There  is  also 
a consistent  linear  increase  in  mean  FPG 
levels  for  individuals  considered  to  be  "normal” 
at  age  18  and  fat  (110-119%^  of  ideal  body  mass) 
or  obese  (120%  or  more  of  ideal)  at  Visit  2.  That 
is,  those  men  and  women  who  were  categorized 
as  obese  had  higher  FPG  levels  than  fat  indi- 
viduals. Men  who  were  overweight  at  age  18, 
and  who  had  lost  weight  had  lower  mean  FPG 
levels  than  those  who  remained  overweight. 
Women  who  were  overweight  at  age  18,  but 
were  "normal”  at  Visit  2 had  mean  FPG  levels 
even  lower  than  women  who  had  maintained  a 
normal  weight  from  age  18  to  Visit  2.  This 
finding  suggests  that  weight  loss,  especially  for 
women,  may  have  an  important  impact  on  low- 
ering FPG  levels.  Similar  results  concerning 
the  influence  of  weight  loss  on  post-challenge 
glucose  levels  have  been  previously  reported.^' 

The  findings  of  this  study  also  confirm  previ- 
ous reports  that  exogenous  sex  hormone  use  in 
women  is  associated  with  lower  mean  FPG 
levels."’  This  observation  was  most  pro- 
nounced at  younger  ages  and  after  age  50  in 
this  population,  and  persisted  after  statisti- 
cally correcting  for  the  confounding  effects  of 
age  and  body  mass.  Previous  studies  have 
shown  that  oral  contraceptive  users  have  lower 
or  unchanged  fasting  glucose  levels  in  conjunc- 
tion with  significant  abnormalities  in  glucose 
tolerance  tests. ^ ® Increased  insulin,'’  growth 
hormone®  and  cortisol  levels'  have  been  re- 
ported in  oral  contraceptive  users  but  whether 
these  alterations  completely  explain  the  differ- 
ences in  fasting  and  post-challenge  glucose 
measurements  is  unclear.  There  may  be  a 
selection  effect  in  the  present  study,  in  terms  of 


hormone  use  or  non-use,  as  women  with  high 
FPG  levels  may  not  be  prescribed  these  medi- 
cations as  often  as  women  with  lower  FPG 
levels. 

The  use  of  antihypertensive  agents  and/or 
diuretics  was  associated  with  increased  FPG 
levels  in  men  and  women.  A statistically  sig- 
nificant positive  association  in  women  and  a 
consistent  positive  trend  in  men  were  observed 
after  adjusting  for  differences  in  age  and  body 
mass  between  users  and  non-users  of  these 
agents.  Although  it  is  well  known  that  these 
medications,  especially  diuretics,  increase 
post-challenge  glucose  levels,-^-  “ their  rela- 
tionship to  FPG  levels  has  not  been  well  de- 
scribed. Mean  FPG  values  in  men  taking  only 
diuretics  were  not  significantly  different  from 
those  in  men  not  using  diuretics.  However, 
women  on  diuretics  had  significantly  higher 
mean  FPG  than  non-users  after  adjusting  for 
age  and  body  mass. 

A higher  prevalence  rate  of  diabetes  in  men 
than  women  has  been  reported  in  various 
studies."’ By  combining  those  subjects 
with  FPG  values  greater  than  139  mg/dl  and 
those  taking  antidiabetic  medication  and/or  a 
diabetic  diet,  the  prevalence  rate  of  diabetes 
was  no  higher  in  men  (4.2%)  than  in  women 
(4.1%)  in  this  population.  However,  a similar 
population-based  study"  using  FPG  measures 
reported  diabetes  to  be  more  common  in  men 
(6.0%)  than  in  women  (3.2%).  It  should  be 
noted  that  data  in  the  present  study  are  based 
on  a single  determination  of  FPG  drawn  from  a 
cross-sectional  population  survey,  and  thus 
cannot  address  differences  between  the  sexes 
in  the  incidence  of  diabetes. 

The  prevalence  of  frank  hyperglycemia  ( FPG 
>139  mg/dl)  or  undiagnosed  diabetes  was  very 
low  (0.6% ) in  spite  of  the  fact  that  this  popula- 
tion was  relatively  old  and  had  a high  preva- 
lence of  obesity.  If  participants  with  FPG  be- 
tween 115-139  mg/dl  are  included,  then  a total 
of  4.4%  of  men  and  2.9%  of  women  could  be 
categorized  as  hyperglycemic.  Of  greater  note, 
however,  is  the  converse  of  that  finding,  that  is 
94.7%  of  men  and  93.9%  of  women  had  FPG 
levels  within  a "normal”  range  (80-114  mg/dl). 
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Thursday  Night 


May  6,  1982 


WILL  BE  AT  OKLAHOMA  CITY’S 
COUNTRY  MUSIC  SHOW  PLACE 

OSMA’S  GUEST  ATTRACTION 
WILL  BE 

RICK  NELSON 


$25.00  per  person  for  the  meal, 
a fantastic  show  and  dancing — 

CALL  OSMA  FOR  TICKETS  NOW  AT 


(405)  843-9571 


SALOONE  & RESTAURANT 

201 1.  XZRISIAV  • OZLABOICA  OTT.  OS  73127  • (406)  946-6631 


(THAT’S  RIGHT  — 
OZZIE  & HARRIETT’S 
YOUNGEST  SON) 


96 


Oklahoma  State  Medical  Association 


Hepatitis  in  Oklahoma 
Daycare  Centers 

Recent  studies  of  outbreaks  of  Hepatitis  A 
infections  in  daycare  centers  in  Oklahoma  and 
the  southwestern  United  States  show  sharp 
contrasts  between  the  behavior  of  the  disease 
in  a population  group  as  opposed  to  the  "typi- 
cal” case  described  in  clinical  textbooks.  For 
example,  well-documented  studies  indicate 
that  the  disease  usually  is  largely  asymptoma- 
tic among  children  in  daycare  centers.  House- 
hold members  and  daycare  center  staff  are  sec- 
ondarily infected  as  a consequence  of  their  as- 
sociation with  an  infected  child.  Frequently, 
cases  among  adults  are  the  first  indication  of 
an  outbreak  involving  children.  The  risk  for 
adults  is  directly  related  to  their  exposure  to 
children  and  to  the  child’s  age.  Greatest  risk  is 
among  adults  who  are  contacts  of  children  in 
the  diaper  period.  While  there  are  some  cases 
among  adult  contacts  of  older  children,  the  risk 
is  less. 

Studies  also  have  indicated  the  characteris- 
tics of  the  daycare  centers  most  apt  to  be  in- 
volved in  an  outbreak.  These  include:  1)  a 
center  with  a population  of  more  than  20  chil- 


News  From 
The  Oklahoma  State 
Department  of 
Health 

dren;  2)  long  hours  of  operation  (over  nine 
hours  per  day);  and  3)  the  presence  of  a high 
number  of  diapered  children. 

The  prevention  of  daycare-associated 
hepatitis  involves  increased  attention  to  en- 
vironmental sanitation  and  personal  hygiene 
practices,  as  well  as  the  selective  use  of  im- 
mune serum  globulin  among  contacts.  Careful 
handwashing,  the  disinfection  of  surfaces 
where  children  are  diapered,  daily  cleaning  of 
toys,  separation  of  food  handling  and  feeding 
duties  among  the  staff,  and  careful  disposal  of 
paper  towels,  diapers,  and  similar  materials 
are  key  to  environmental  control. 

In  the  face  of  an  outbreak  parents  should  be 
urged  not  to  move  children  to  another  center 
since  this  action  may  only  spread  the  risk  of 
infection.  □ 


COMMUNICABLE  DISEASES  IN  OKLAHOMA  FOR  JANUARY,  1982 


DISEASE 

January 

1982 

January 

1981 

January 

1982 

Total  To  Date 

1982 

1981 

Amebiasis 

Aseptic  Meningitis 

4 

2 

4 

4 

2 

Brucellosis 

— 







— 

Encephalitis,  Infectious 

1 

1 

1 

1 

1 

Gonorrhea  (Use  Form  ODH-228) 

1255 

1273 

1255 

1255 

1273 

Hepatitis  A 

16 

16 

16 

16 

16 

Hepatitis  B 

10 

10 

10 

10 

10 

Hepatitis  Unspecified 

8 

13 

8 

8 

13 

Malaria 

— 









Measles  (Rubeola) 

— 

— 

— 



— 

Meningococcal  Infections 

3 

— 

3 

3 

— 

Pertussis 

— 

— 

— 



— 

Rabies  (Animal) 

14 

11 

14 

14 

11 

Rocky  Mountain  Spotted  Fever 

— 

— 

— 

— 

— 

Rubella 











Salmonellosis 

12 

25 

12 

12 

25 

Shigellosis 

32 

8 

32 

32 

8 

Syphilis  (Use  Form  ODH-228) 

16 

14 

16 

16 

14 

Tetanus 

— 







— 

Tuberculosis 

26 

29 

26 

26 

29 

Tularemia 











Typhoid  Fever 

1 

2 

1 

1 

2 
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news 


1982  OSMA  Annual  Meeting 

Program 

If  you  haven’t  yet  made  plans  to  attend  the  1982  OSMA  Annual  Meeting,  you  could  find  yourself 
left  out  in  the  cold.  Space  at  the  Skirvin  Plaza  Hotel  in  Oklahoma  City  is  filling  up  fast,  and  tickets 
for  social  functions  and  sports  events  won’t  be  available  much  longer.  Judging  from  the  response, 
this  year’s  meeting  promises  to  be  one  of  the  most  well  attended  to  date.  Here’s  a preview  of  what’s 
to  come. 


OFFICIAL  PROGRAM 

May  5-8,  1982 
Skirvin  Plaza  Hotel 


WEDNESDAY,  MAY  5 

12  noon  OSMA  Executive  Committee — Regency  Room 

2:00  PM  OSMA  Board  of  Trustees — Crystal  Room 


8:00  AM  to 
4:00  PM 
8:00  AM  to 
4:00  PM 
9:00  AM 
9:30  AM 


10:00 

AM 

10:00 

AM 

11:45 

AM 

12:30 

PM 

1:00 

PM 

2:00 

PM 

7:00  PM 


THURSDAY,  MAY  6 

Registration — Grand  Ballroom  Foyer 

Auxiliary  Hospitality — Balinese  Room 
Nurses  Loan  Fund  Committee — Suite  908 
Auxiliary  Long-Range  Planning  Committee — Suite  908 
Auxiliary  Pre-Convention  Board  Meeting — Suite  908 
Opening  Session,  OSMA  House  of  Delegates  — 

Ballrooms  A and  B 

Auxiliary  Joint  Board  Luncheon — Venetian  Room 
OMPAC  Luncheon — Ballroom  C 

Auxiliary  Stress  Management  Seminar — Continental  Room 
Speaker:  Rebecca  Cohn,  RN,  PhD,  President, 

Human  Services  Association,  Norman 
OSMA  Reference  Committees 
Committee  1 — Ballroom  A 
Committee  2 — Crystal  Room 
Committee  3 — Regency  Room 
Committee  4 — Ballroom  B 
Western  Party — Henson’s  Saloone  & Restaurant 
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FRIDAY,  MAY  7 


7:00  AM 
7:30  AM  to 
4:00  PM 
7:30  AM  to 
5:00  PM 
7:45  AM 
8:00  AM 

8:00  AM 


9:00  AM 


10:00  AM 
10:30  AM 


11:30  AM 


12:30  PM 
1:30  PM 


2:30  PM 


3:30  PM 
4:00  PM 


8:30  AM  to 
9:00  AM 
9:00  AM 


OSMA  Past-Presidents  Breakfast — Regency  Room 

Registration  — Grand  Ballroom  Foyer 

Auxiliary  Hospitality — Balinese  Room 

Auxiliary  Past-Presidents  Breakfast — Crystal  Room 

Scientific  Program — "The  Great  Debates: 

Controversies  in  Medicine  1982”  — Ballrooms  A and  B 
"Treatment  of  Depression:  Drug  vs  Electroconvulsive  Therapy” 
Moorman  P.  Prosser,  MD,  Psychiatry  and  Neurology,  Oklahoma 
City 

Siavash  Nael,  MD,  Assistant  Professor  of  Psychiatry,  Depart- 
ment of  Psychiatry  and  Behavioral  Sciences,  University  of  Okla- 
homa Health  Sciences  Center 
"Controversies  in  Asthma” 

James  H.  Wells,  MD,  Associate  Professor,  Department  of  Medicine, 
Immunology  Section,  University  of  Oklahoma  Health  Sciences 
Center 

Fred  Garfinkel,  MD,  Director  of  Pulmonary  Services,  Hillcrest  Hos- 
pital, Tulsa 
Coffee  Break 

"The  Use  and  Abuse  of  the  CAT:  Controversies  in  New  Imaging 
Technologies” 

Patrick  D.  Barnes,  MD,  Assistant  Professor  of  Radiological  Sci- 
ences, College  of  Medicine,  University  of  Oklahoma  Health  Sciences 
Center 

Dan  C.  Galloway,  MD,  Associate  Professor  of  Radiological  Sciences, 
College  of  Medicine,  University  of  Oklahoma  Health  Sciences 
Center 

"Trauma  Care:  Trauma  Center  or  Community  Hospital?” 

Joseph  M.  Giordano,  MD,  Associate  Professor  of  Surgery  and  Direc- 
tor of  Clinical  Vascular  Laboratory,  Department  of  Surgery,  George 
Washington  University,  Washington,  DC 

Wayne  Tilson,  MD,  Director  of  Emergency  Services,  St  Anthony 
Hospital,  Oklahoma  City 
Lunch  Break 

"Coronary  Artery  Disease:  Medical  vs  Surgical  Management” 

Bill  P.  Loughridge,  MD,  Cardiovascular  and  Thoracic  Surgery, 
Tulsa 

Lofty  L.  Basta,  MD,  Cardiology,  Tulsa 
"Informed  Consent:  How  Much  Is  Too  Much?” 

Kenneth  W.  Whittington,  MD,  Family  Practice,  Bethany 
Robert  C.  Margo,  JD,  Oklahoma  City 
Coffee  Break 

"HMO  vs  Fee  for  Service:  Who  Should  Pay  for  Care?” 

R.  LeRoy  Carpenter,  MD,  Internal  Medicine,  Pulmonary  and  In- 
fectious Diseases,  Oklahoma  City 

Edwin  E.  Rice,  MD,  Orthopedic  Surgery,  Oklahoma  City 

Auxiliary  Credentials  Check — Venetian  Room 
Auxiliary  House  of  Delegates  and  Installation  of  Officers — 
Venetian  Room 
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9:00  AM 

OSMA  Women’s  Tennis  Tournament — Summerfield  Racquet  Club, 
Oklahoma  City 

12:30  PM 

Auxiliary  Diamond  Jubilee  Luncheon  and  Style  Show — 
Continental  Room 

12  NOON 

OSMA  Men’s  Tennis  Tournament — Summerfield  Racquet  Club, 
Oklahoma  City 

1:00  PM 

OSMA  Men’s  and  Women’s  Golf  Tournament  — 

5:00  PM 
6:00  PM 

Kickingbird  Golf  Course,  Edmond 
Auxiliary  Member-at-Large  Reception — Suite  908 
University  of  Oklahoma  Medical  School  Alumni  Association 
Cocktail  Reception — Ballroom  C 

7:00  PM 

University  of  Oklahoma  Medical  School  Alumni  Association 
Banquet — Ballrooms  E and  F 

7:00  AM 

SATURDAY,  MAY  8 

Oklahoma  City  Clinical  Society  Past-Presidents 
Breakfast — Ballroom  C 

7:30  AM  to 
NOON 
8:00  AM  to 
1:00  PM 
8:00  AM 

Registration — Grand  Ballroom  Foyer 

Auxiliary  Hospitality — Balinese  Room 
Scientific  Program — "The  Great  Debates: 
Controversies  in  Medicine  1982”  — Ballrooms  E and  F 

8:00  AM 

"Morbid  Obesity:  Surgical  vs  Medical  Management” 

9:00  AM 

Stephen  R.  Newmark,  MD,  Director,  Nutrition  and  Metabolic  Sup- 
port Center,  St  Francis  Hospital,  Tulsa 

Roger  A.  Siemens,  MD,  Associate  Professor  of  Surgery,  University 
of  Oklahoma  Tulsa  Medical  College 

"Women  in  the  Workplace:  Should  Management  Be  Permited  to 
Exclude  Women  from  Certain  Jobs?” 

Veronica  Yates,  MD,  Medical  Director,  Cities  Service  Company, 
Tulsa 

10:00  AM 
10:30  AM 

Honorable  Cleta  Deatherage,  Member,  Oklahoma  House  of  Rep- 
resentatives, Norman 
Coffee  Break 

"The  Pregnant  Teenager:  How  Can  Adolescent  Pregnancy  Be 
Prevented?” 

8:00  AM 

Grace  Ketterman,  MD,  Medical  Director,  Crittenton  Center,  Kan- 
sas City 

David  Kaplan,  MD,  Associate  Professor  of  Pediatrics,  Chief  of  Ado- 
lescent Medicine,  University  of  Oklahoma  Health  Sciences  Center 
Oklahoma  Society  of  Anesthesiologists  Spring  Program — 

Venetian  Room 

8:30  AM 

"Current  Concepts  in  the  Diagnosis  of  Coronary  Artery  Disease”  — 
Michael  Ezekowitz,  MD,  University  of  Oklahoma  Medical  School 
"Cardiopulmonary  Bypass — Anatomy,  Physiology,  and  Pharmacol- 
ogy” — Carol  L.  Lake,  MD,  University  of  Virginia  Medical  Center 
"Anesthesia  in  Valvular  and  Coronary  Heart  Disease”  — Carol  L. 
Lake,  MD,  University  of  Virginia  Medical  Center 
Oklahoma  Urological  Society — Crystal  Room 

"The  Anatomy  of  the  Retroperitoneum  According  to  the  Urologist”; 
"Spring-Loaded,  Self-Retained  Retractors  for  the  Urologist”  — John 
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9:00  AM 
11:00  AM 

11:30  AM 

11:45  AM 
1:00  PM 

1:30  PM 
6:00  PM 
7:00  PM 


Redman,  MD,  Professor  of  Urology,  University  of  Arkansas  School 
of  Medicine 

Auxiliary  Post-Convention  Board  Meeting — Suite  908 

OSMA  Men’s  Tennis  Tournament  — Summerfield  Racquet  Club, 

Oklahoma  City 

Decorators  Show  House,  Auxiliary  Hospitality, 

Balinese  Room 

Closing  Session,  OSMA  House  of  Delegates — Ballrooms  A and  B 
Oklahoma  Chapter,  American  College  of  Emergency  Physicians — 
Regency  Room 

Oklahoma  State  Radiological  Society — Ballroom  F 
OSMA  Presidential  Cocktail  Reception — Crystal  Room 
OSMA  Presidential  Inaugural  Banquet  and  Ball — 

Grand  Ballroom 


REGISTRATION  AND  TICKET 
FUNCTION  INFORMATION 


Western  Party 

Get  set  for  an  evening  of  western  music  and  revelry  on  Thursday,  May  6,  at  Henson’s 
Saloone  & Restaurant,  one  of  Oklahoma  City’s  newest  and  finest  western  clubs.  Henson’s  is 
located  at  201  N.  Meridian.  Festivities  began  at  7 PM,  with  dining  and  dancing  in  the  western 
tradition  and  entertainment  provided  by  a top-name  performer  and  band.  The  atmosphere  at 
Henson’s  is  informal,  so  wear  your  western  gear.  Tickets  for  the  Western  Party  are  $25  per 
person,  dinner  included.  Order  your  tickets  in  advance  using  the  registration  and  ticket  orders 
form  included  in  the  meeting  program  mailed  to  members  in  March. 

OSMA  Golf  Tournament 

The  OSMA  Men’s  and  Women’s  Annual  Golf  Tournament  will  take  place  on  Friday,  May  7, 
at  Kickingbird  Golf  Course,  1600  East  Danforth,  Edmond.  Starting  time  is  1 PM.  To  partici- 
pate in  the  tournament,  you  must  preregister  using  the  registration  and  ticket  orders  form. 
The  registration  fee  is  $10  per  person.  Each  player  will  be  responsible  for  green  fees  and  cart 
rental.  Proceeds  from  the  tournament  will  be  used  to  offset  the  cost  of  trophies  and  prizes. 

OSMA  Tennis  Tournament 

The  OSMA  Men’s  and  Women’s  Annual  Tennis  Tournament  will  be  held  Friday  and  Satur- 
day, May  7 and  8,  at  Summerfield  Racquet  Club,  NW  122  and  Meridian,  Oklahoma  City.  Play 
will  be  on  the  club’s  indoor  courts.  The  women’s  tournament,  a round-robin  doubles  event,  will 
run  from  9 AM  to  noon  on  Friday.  The  men’s  tournament  will  run  noon  to  5 PM  Friday  and  11 
AM  to  4 PM  Saturday.  Entry  fee  for  the  first  men’s  event  (singles  or  doubles)  is  $20  per  person; 
for  the  second  men’s  event  (singles  or  doubles),  the  fee  is  $10  per  person.  Entry  fee  for  the 
women’s  tournament  is  $10  per  person.  To  participate  in  the  tournament,  you  must  preregister 
using  the  registration  and  ticket  orders  form. 

OSMA  Presidential  Inaugural  Banquet  and  Ball 

The  highlight  of  this  year’s  social  events  will  be  a gala  evening  of  dining,  dancing,  and 
entertainment  at  the  OSMA  Presidential  Inaugural  Banquet  and  Ball.  The  banquet  and  ball 
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will  be  held  Saturday  at  7 PM  in  the  Skirvin  Plaza’s  plush  Grand  Ballroom.  A cocktail 
reception  will  precede  the  evening’s  main  event.  Entertainment  for  the  banquet  and  ball  will 
include  a popular  dance  band  and  comedian.  Tickets  for  the  evening  are  $30  per  person  and 
should  be  purchased  in  advance  using  the  registration  and  ticket  orders  form. 

Auxiliary  Activities 

The  OSMA  Auxiliary  will  hold  its  Diamond  Jubilee  Luncheon  and  Style  Show  on  Friday, 
May  7,  at  12:30  PM  in  the  Skirvin  Plaza’s  Continental  Room.  The  style  show  will  feature 
fashions  dating  from  1907  to  the  present.  Tickets  for  the  luncheon  and  style  show  are  $12  per 
person.  On  Saturday  morning,  May  8,  the  auxiliary  has  scheduled  a tour  of  the  Decorators 
Show  House,  located  at  327  NW  14th  Street,  Oklahoma  City.  Tickets  for  the  tour  are  $4  each. 
Order  your  tickets  for  these  auxiliary  activities  using  the  registration  and  ticket  orders  form 
included  in  the  meeting  program. 

The  auxiliary  will  conduct  a special  seminar  on  stress  management  at  1 PM,  Thursday, 
May  6,  in  the  Skirvin  Plaza’s  Continental  Room.  The  seminar  will  feature  Rebecca  Cohn,  RN, 
PhD,  president  of  the  Human  Services  Association  of  Norman.  Auxiliary  members  and  their 
spouses  and  guests  are  invited  to  attend.  There  is  no  charge  for  this  special  event.  □ 


The  "Physician's  Office  Computer" 
Comes  to  Oklahoma 


the  new  Physician's  Office  Computer  allows  you  to  analyze 
practice  at  the  touch  of  a button. 


HERE  ARE  JUST  A FEW  EXAMPLES 
OF  WHAT  IT  CAN  DO: 


• Print  Standard  Insurance  Forms 

• Print  Patient  Statements  Ready  to  Mail,  In- 
cluding Return  Envelope 

• Patient  Ledger 

• Aged  Accounts 

• Daily  Check  and  Cash  Register 

• Family  Accounts  and  Billing 

• Cross-Posting  Between  Doctors 

• Day  Sheet  and  Detailed  Financial  Reports 
AND  MUCH  MORE!!!  While  Paying  For  Itself 
With  Increased  Collections,  and  Improved  Of- 
fice Efficiency. 


For  More  Information 
or  a Hands-On  Demonstration 

Call  Wayne  Chambers  — (405)  321-5958  or  360-7160 


You  owe  it  to  yourself  to  see  the  many  benefits 
your  practice  will  receive  using  The  Physician's 
Office  Computer. 


SOUTHWEST  BUSINESS  SYSTEMS,  INC. 
132  West  Main  Street,  Norman,  OK  73069 
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MEDICAL-LEGAL  SEMINARS 


1982  SCHEDULE 


April  13 

Telephone  Collecting 

Tulsa 

April  14 

Medical  Office  Management 

Tulsa 

April  15 

Financial  and  Personnel  Management  Tulsa 

April  20 

Telphone  Collecting 

Oklahoma  City 

April  21 

Medical  Office  Management 

Oklahoma  City 

April  22 

Financial  and  Personnel  Management  Oklahoma  City 

May  11 

Telephone  Collecting 

Joplin,  MO 

May  12 

Medical  Office  Management 

Joplin,  MO 

June  22 

Telephone  Collecting 

Wichita  Falls, TX 

June  23 

Medical  Office  Management 

Wichita  Falls,  TX 

July  28 

Medical  Office  Management 

Enid 

July  30 

Medical  Office  Management 

Woodward 

Aug.  4 

Medical  Office  Management 

Oklahoma  City 

August  5 

Medical  Office  Management 

Ardmore 

August  17 

Medical  Office  Management 

Bartlesville 

August  19 

Medical  Office  Management 

Tulsa 

August  26 

Medical  Office  Management 

Lawton 

August  31 

Medical  Office  Management 

Muskogee 

SUMMER  TOUR 

Aug.  17-24  (tentative)  Ixtapah,  Mexico 


7 Day  Tour 
5 Day  Seminar 


For  registration  information  write: 
Ed  Kelsay 

% Medical-Legal  Seminars 
5131  Classen  Blvd.,  Suite  212 
Oklahoma  City,  OK  73118 
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New  Medical  Update  Brochures 
Available  to  OSMA  Members 

OSMA  now  has  three  new  brochures  in  the 
Medical  Update  series  available  to  physician 
members  for  distribution  to  their  patients.  The 
new  brochures  deal  with  the  subjects  of  patient 
compliance  in  taking  medications,  sound  and 
sensible  dieting,  and  dangers  of  overexposure 
to  the  sun. 

The  patient  medication  brochure,  titled  "A 
Healthy  Approach  to  Medicines  and  You,”  en- 
courages patients  to  supply  the  doctor  with 
complete  information  about  all  medications 
they  are  taking,  to  ask  questions  about 
medicines  prescribed  for  them,  and  to  be  cer- 
tain they  understand  and  follow  the  doctor’s 
instructions.  The  brochure  on  dieting,  titled 
"Diet  Wise,  Don’t  Be  Pound  Foolish,”  gives 
guidelines  on  the  proper  way  to  diet  and  dis- 
courages patients  from  trying  nutritionally 
unbalanced  fad  or  glamour  diets.  The  third 
brochure,  "Sun’s  Health  Hazards  Run  Skin 
Deep,”  describes  problems  such  as  premature 
aging  of  the  skin  and  skin  cancer  that  can  re- 
sult from  continued  overexposure  to  the  sun.  It 
also  gives  advice  to  patients  on  how  to  ade- 
quately protect  themselves  from  the  sun. 

The  Medical  Update  series  is  designed  for 
display  in  physicians’  offices  using  a specially 
designed  Medical  Update  placard.  Both  the 
placard  and  the  new  brochures  are  available  at 
no  charge  to  OSMA  members.  To  order  the 
brochures,  and  the  placard  if  needed,  write  to 
Medical  Update,  Oklahoma  State  Medical  As- 
sociation, 601  NW  Expressway,  Oklahoma 
City,  OK  73118.  Please  indicate  by  title  the 
brochure  or  brochures  you  are  requesting.  □ 


OSMA  To  Be  ‘Honorary  Bunny’  For 
Children’s  Easter  Party 

The  Oklahoma  State  Medical  Association 
dons  its  bunny  ears  this  month  to  become  an 
"honorary  bunny”  sponsor  of  the  Oklahoma 
Prevention  of  Child  Abuse  (OPCA)  annual 
Easter  party.  The  party  will  be  held  April  17  at 
Ripper  Park  in  Bethany  for  Children  who  have 
been  abused  or  neglected  or  who  come  from  un- 
stable home  environments. 

104 


The  Easter  party  is  made  possible  through 
community  support  and  donations.  Sponsors’ 
donations  defray  the  cost  of  refreshments, 
games,  prizes,  and  Easter  entertainment  for 
the  children.  Funds  donated  in  excess  of  the 
party’s  costs  will  be  used  to  further  the 
organization’s  preventive  programs. 

The  Oklahoma  Prevention  of  Child  Abuse 
organization  was  founded  in  1979  in  response 
to  the  alarming  increase  in  reported  incidents 
of  child  abuse  and  neglect.  Its  goal  is  to  prevent 
such  abuse  through  education  in  parenting 
skills.  OPCA  has  developed  a program  on  par- 
enting skills  which  it  presents  on  request  to 
high  schools,  church  groups,  and  other  com- 
munity organizations.  It  also  provides  materi- 
als for  screening  and  evaluating  parents  consi- 
dered to  be  "at  risk.” 

OPCA  has  found  that  more  than  80  percent 
of  child  abusers  can  become  capable  parents  if 
they  are  taught  adequate  parenting  skills.  The 
Oklahoma  State  Medical  Association  encour- 
ages its  members  to  support  OPCA  in  its 
efforts.  □ 


Physicians  Gather  Study  Data  On 
Growth  and  Tendon  Injury 

Two  Oklahoma  physicians  are  gathering 
data  on  an  apparent  relationship  between 
rapid  growth  spurts  in  adolescent  athletes  and 
an  increased  susceptibility  to  injuries  of  the 
achilles  tendon. 

Drs  John  E.  Poarch  and  William  A.  Grana 
reported  that  during  1981  preseason  football 
practice,  four  players  exhibited  moderate  to 
severe  achilles  tendinitis  and  retrocalcaneal 
bursitis.  Their  symptoms  were  severe  enough 
to  warrant  restriction  from  practice  and  refer- 
ral to  the  team  physician. 

In  each  case,  the  player  had  reported  a rapid 
growth  spurt  of  from  two  to  six  inches  during 
the  three  to  six  months  preceding  practice.  No 
other  players  had  similar  symptoms.  Within 
seven  to  fourteen  days,  all  players  responded  to 
a regimen  of  aspirin,  stretching,  wearing  a 
foam  rubber  heel  wedge,  and  routine  ankle 
taping. 

It  appears  that  the  rapid  skeletal  maturation 
in  these  players  may  have  produced  a 
lengthening  of  the  achilles  tendon  which,  when 
subjected  to  a sudden  increase  in  functional 
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level,  resulted  in  acute  inflammation.  The  sev- 
erity of  the  symptoms  seemed  to  coincide 
roughly  with  the  amount  of  growth. 

Drs  Poarch  and  Grana  would  like  to  enlist 
other  physicians  in  the  state  in  their  data- 
gathering  efforts  by  identifying  ten  to  twelve 
team  physicians  willing  to  conduct  a small 
prospective  study  of  the  problem.  They  also  are 
interested  in  literature  available  on  similar 
problems.  Interested  readers  should  contact 
the  Division  of  Sports  Medicine  Office,  PO  Box 
26901,  920  Stanton  Young  Blvd.,  Oklahoma 
City,  OK,  (405)  271-6664.  □ 


Foundation’s  Report  Describes  Tulsa 
Medical  College  Progress 

The  Tulsa  Medical  Education  Foundation 
has  released  a report  on  the  progress  made  to 
date  by  the  University  of  Oklahoma  Tulsa 
Medical  College  in  alleviating  the  state’s 
physician  manpower  imbalance. 

The  report  cites  four  major  reasons  for  the 
establishment  of  Tulsa  Medical  College  (TMC) 


in  1974  — an  insufficient  number  of  physicians 
in  the  state,  too  few  residency  positions,  physi- 
cian maldistribution,  and  a shortage  of  prim- 
ary care  physicians. 

The  foundation  summarized  the  accomp- 
lishments of  Tulsa  Medical  College  as  follows: 

• TMC  has  provided  residency  training  for 
220  medical  school  graduates,  including  91 
from  TMC  and  44  from  the  University  of  Okla- 
homa. Of  these  220,  111  are  practicing  in 
Oklahoma. 

• With  the  support  of  the  Tulsa  Medical 
Education  Foundation  and  the  Oklahoma 
Physician  Manpower  Training  Commission, 
TMC  now  offers  150  residency  positions  that 
were  not  available  prior  to  1974. 

• One  of  every  eight  TMC  residents  who  has 
established  a practice  in  Oklahoma  has  located 
in  a rural  community. 

• Of  the  220  medical  school  graduates  who 
underwent  residency  training  at  TMC,  186 
pursued  training  in  primary  care. 

The  report  credits  the  state  legislature,  the 
state  regents,  the  University  of  Oklahoma,  and 
the  Tulsa  medical  community  for  TMC’s  con- 
tributions to  improving  the  state’s  physician 
manpower  situation.  □ 


Fabulous  Money  Machine? 


If  you  owned  a machine  that  printed  a brand  new  $500  bill  each  week,  you'd  be  most  fortunate  wouldn't  you?  But,  what  it  this 
very  special  machine  had  parts  that  could  not  be  replaced?  As  a prudent  person  in  control  of  such  a machine  you  would  want 
some  assurance  that  if  the  machine  stopped  producing  $500  bills,  you  could  still  receive  them,  wouldn't  you? 


Physicians  are  high-achieving  professional  breadwinners  and  can  be  compared  to  "money  machines " But.  they  are  also 
human  beings,  who  because  of  their  profession,  have  a greater  than  average  understanding  of  the  prospects  of  unexpected 
accidents  and  illnesses  which  can  impair  or  destroy  their  income  producing  ability. 

Through  the  Oklahoma  State  Medical  Association  Group  Disability  Program,  you  have  the  opportunity  to  obtain  assurance  of 
uninterrupted  income  if  your  health  should  fail. 


Three  plans  are  available.  Plan  L-65  pays  accident  benefits  for  lifetime  Sickness  benefits  are  payable  to  age  65,  or  for  a 2-year 
maximum  period  if  disability  begins  between  ages  63  and  70  Benefits  are  payable  for  10  years  based  on  being  unable  to 
perform  every  duty  of  your  occupation;  thereafter,  based  on  being  unable  to  perform  the  duties  of  any  gainful  occupation  for 
which  you  are  reasonably  fitted 


Semi  Annual  Premium  — Benefit  payable  after  8 days  for  sickness,  first  day  for  accidents. 


Plan 

L-65 


WEEKLY 

UNDER 

AGE 

AGE 

AGE 

AGE 

INDEMNITY 

AGE  30 

30-39 

40-49 

50-59 

60-69 

$500  00 

$301  50 

$346  50 

$476  50 

$641.50 

$418  50' 

400  00 

241.50 

277.50 

381.50 

513  50 

418  50' 

300  00 

181  50 

208  50 

286.50 

385  50 

418  50 

200  00 

121.50 

139  50 

191.50 

257.50 

279.50 

100  00 

61  50 

70.50 

96.50 

129.50 

140  50 

For  full  particulars,  contact  JANE  GRIFFITH 


C.  L PRATES  & COMPANY,  INC. 

Administrator,  OSMA  Group  Insurance  Plans 
720  N.W.  50th  Street,  Oklahoma  City,  OK  73118  (405  ) 848-7661 
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Tribute  to  Dr  Rhoades 

The  recent  departure  of  Dr  Everett  Rhoades  to 
begin  tenure  as  director  of  the  Indian  Health 
Service  in  Washington,  DC,  served  to  inspire 
the  author  of  this  poem.  It  seems  a fitting  tribute 
to  Dr  Rhoades  and  many  other  friends  and 
teachers  as  well.  Editor 


THOSE  MIGHTY  YEARS 
How  do  you  say  good-bye 

To  all  the  mighty  years  that  grew  upon  your 
face 

That  slowly  crept  in  every  fold  and  silent  place 
And  blended  with  your  very  soul 
But  never  passed  you  by 
How  do  you  say  good-bye? 

Those  mighty,  mighty  years 
Of  resurrecting  zeal 
And  morning  prime 

We  tore  them  off  the  fleeting  sail  of  time 

And  they  are  our  roots 

Those  silent  hugging  mutes 

That  from  the  deepest  darkness  bring 

A sunny  spring 

And  many  splendid  cheers 

Those  mighty,  mighty  years. 

And  if  we  say  good-bye 

Who  would  supply  the  spirit  here 

The  conflict  and  the  magic  and  the  fear 

And  every  now  and  then,  a cold  and  frothy  beer 

And  if  we  say  good-bye 

Who  then,  would  suture  time  together,  every 
year? 

Let  us  wander  to  the  tavern  at  the  corner  of  the 
street 

Have  a jug  of  frothy  spirit 

Something  warm  to  eat 

Watch  the  many  faces  of  a lazy  afternoon 

Exit  together  in  the  dimming  light 

And  then,  pretending  we  shall  be  together  soon 

Depart  on  separate  ways  into  the  night. 


Hanna  A.  Saadah,  MD 


Auxiliary’s  ‘Legislative  Day’ 
Focuses  on  Political  Process 


Oklahoma’s  First  Lady  Donna  Nigh  (center)  joins 
Sherry  Strebel  ( left),  OSMA  Auxiliary  president,  and 
Betty  Edge,  OSMA  Auxiliary  president-elect,  for 
"Legislative  Day  at  the  Governor  s Mansion.” 


It  was  "Legislative  Day  at  the  Governor’s 
Mansion”  for  the  OSMA  Auxiliary  on  Feb- 
ruary 11,  and  auxiliary  members  took  full  ad- 
vantage of  the  day’s  program  to  learn  more 
about  the  legislative  process  and  to  focus  on 
health  issues  affecting  the  medical  profession 
and  women  in  particular. 

Members  were  greeted  by  Donna  Nigh, 
Oklahoma’s  gracious  first  lady,  who  discussed 
the  history  of  the  Governor’s  Mansion  and 
later  joined  auxiliary  members  for  a buffet 
lunch  in  the  third  floor  reception  room. 

The  legislative  process  was  explained  by  Drs 
William  Hughes  and  Perry  Lambird.  Dr 
Hughes,  chairman  of  OSMA’s  Council  on  State 
Legislation,  discussed  the  procedures  followed 
for  moving  a bill  through  the  state  legislature 
and  advised  auxiliary  members  on  wbat  ac- 
tions they  can  take  to  influence  legislation.  Dr 
Lambird  presented  his  views  on  the  impor- 
tance of  lobbying  for  legislation  at  the  federal 
level  and  gave  several  examples  of  how  OSMA 
has  been  able  to  work  effectively  on  medical 
issues  with  Oklahoma’s  congressional  delega- 
tion. 

Another  guest  speaker,  Wanda  Jo  Peltier, 
discussed  the  role  of  women  in  politics.  Peltier 
is  chair  of  the  Oklahoma  Women’s  Political 
Caucus.  She  reviewed  the  progress  women 
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have  made  in  their  struggle  for  full  participa- 
tion in  the  political  process  but  cautioned  that 
there  is  still  a long  way  to  go.  Peltier  urged 
auxiliary  members  to  be  aware  of  and  to  use 
the  considerable  clout  they  possess  in  the  polit- 
ical arena. 

"A  woman’s  place  is  in  the  House  and  the 
Senate”  was  effectively  demonstrated  by  two 
special  guests  who  shared  with  auxiliary 
members  their  experiences  in  the  state  legisla- 
ture. 

State  Senator  Bernice  Shedrick,  the  only 
woman  member  of  the  State  Senate,  told  how 
she  goes  about  working  with  other  legislators 
and  how  she  determines  her  constituents’  de- 
sires and  translates  them  into  legislative  ac- 
tions. State  Representative  Rebecca  Hamilton 
recounted  her  battle  for  recognition  as  a 
member  of  the  House  and  urged  auxiliary 
members  to  become  more  active  in  politics, 
both  as  candidates  and  as  voters.  She  said  that 
women  bring  a different,  and  much-needed, 
perspective  to  the  legislature  and  that  more 
women  should  be  serving  in  all  levels  of  gov- 
ernment. 

Besides  the  distinguished  speakers’  presen- 
tations, the  day’s  program  featured  an  update 
on  current  state  medical  issues  from  Lyle 
Kelsey,  OSMA  associate  director,  and  a tour  of 
the  executive  mansion  for  auxiliary 
members.  □ 


1982 

THIS  IS  ELECTION 
YEAR!! 

*AII  Representatives  (state  and  federal)  are  up 
for  election. 

*Even  numbered  districts  of  the  State  Senate 
are  up  for  election. 

OMPAC  NEEDS  YOUR  POLITICAL  INPUT  AND 
FINANCIAL  SUPPORT  NOW.  JOIN  OMPAC  . . . 
send  personal  check  for  $200.00,  $100.00,  or 
$50.00  to  OMPAC,  PO  BOX  54520,  OKLAHOMA 
CITY,  OKLAHOMA  73154. 


Death 

JAMES  T.  MADDOX,  MD 
1923-1982 

James  T.  Maddox,  MD,  58,  Tulsa 
physician,  died  February  21,  1982.  A 
native  of  Fayette,  Alabama,  Dr  Mad- 
dox was  graduated  from  the  Tulane 
University  School  of  Medicine  in 
1951.  Specializing  in  obstetrics/ 
gynecology,  he  established  his 
practice  in  Tulsa  in  1955.  Doctor 
Maddox  was  an  associate  professor  at 
the  University  of  Oklahoma  State 
Tulsa  Medical  College  and  a former 
president  of  the  Tulsa  City- County 
Board  of  Health.  He  was  a member  of 
the  American  College  of  Obstetrics 
and  Gynecology.  D 


IN  MEMORIAM 

1981 


Gilbert  L.  Hyroop,  MD 

April  15 

Leo  A.  Myers,  MD 

April  19 

J.  Holland  Howe,  MD 

April  20 

Harold  M.  McClure,  MD 

April  27 

Sam  W.  Hendrix,  MD 

May  12 

Roger  C.  Good,  MD 

June  16 

Frederick  G.  Dorwart,  MD 

June  16 

Joseph  W.  Kelso,  MD 

June  18 

Rufus  K.  Goodwin,  MD 

June  25 

Orville  C.  Armstrong,  MD 

July  9 

Charles  F.  Paramore,  MD 

July  10 

James  D.  Reynard,  MD 

July  21 

Mark  R.  Everett,  PhD 

August  1 7 

Khalil  Ahmad,  MD 

August  22 

M.  H.  Haskell,  MD 

August  30 

C.  F.  Foster,  Jr.,  MD 

October  1 1 

E.  E.  Shircliff,  MD 

October  23 

S.  N.  Stone,  Jr.,  MD 

November  9 

James  R.  Barnes,  MD 

December  13 

E.  Rankin  Denny,  MD 

December  16 

John  P.  Grimes,  MD 

December  24 

1982 

James  T.  Maddox,  MD 

February  21 

□ 
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Miscellaneous  Advertisements 


EMERGENCY  PHYSICIANS  — Oklahoma, 
Kansas,  Missouri.  Emergency  medicine  posi- 
tions available  in  metropolitan,  rural  and  re- 
creational areas.  Flexible  scheduling  allowing 
personal  time  off.  Competitive  compensation 
varying  with  facility  and  patient  volume. 
Training  and/or  experience  in  emergency 
medicine,  family  practice  or  internal  medicine. 
Forward  CV  or  call  Gina  Taylor,  Emergency 
Medicorp,  P.A.,  1950  East  Santa  Fe,  Olathe, 
Kansas  66062.  (800)  255-6160  or  (913) 
764-6160. 


UROLOGIST  WANTS  RELOCATION  from 
economically  depressed  Michigan.  Fourteen 
years  solo.  Boards.  Seek  solo  or  association  in 
city  of  less  than  100,000  in  Southwest  or  West. 
Bruce  Knoll,  MD,  707  N.  Wisner,  Jackson, 
Michigan  49202. 


BOARD  ELIGIBLE  PEDIATRICIAN,  31, 
with  good  credentials,  special  interest  in 
neonatology,  seeking  a solo,  group  or  partner- 
ship practice  in  any  location,  available  soon. 
Contact  Key  S,  The  Journal,  Oklahoma  State 
Medical  Association,  601  NW  Expressway,  Ok- 
lahoma City,  OK  73118. 


CLAY  ADAMS  LAB  EQUIPMENT. 
Reasonably  priced,  $4,800.  1.  Cell  counter 
HA-4,  2.  chemistry  analyzer,  Accustat.  Approx- 
imately two  years  old.  Excellent  condition. 
Call  (405)  751-7003. 


PRACTICE  FOR  SALE,  URGENT!  Located 
in  oilfield  town  near  Oklahoma  City,  popula- 
tion 6,000.  Good  living  and  excellent  school. 
Leave  in  May.  Great  opportunity  for  MD  or 
DO.  Call  (405)  756-3502  after  5:00  PM. 
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EXPANDING  24-PHYSICIAN  MULTI- 
SPECIALTY CLINIC  in  booming  economic 
area  has  an  immediate  opening  for  an 
ophthalmologist,  general  surgeon,  OB/GYN 
and  internist.  Other  specialty  areas  needed  as 
expansion  is  completed  in  1983.  Inquiries  con- 
fidential. Send  CV  and  three  references  to:  Re- 
cruiting Coordinator,  Chickasha  Clinic,  P.O. 
Box  1069,  Chickasha,  OK  73018. 


FOR  SALE:  Beautifully  restored  1958  Cor- 
vette. Black,  removable  hardtop  almost  new 
everything,  four-speed,  327  engine,  excellent 
condition.  $13,500.  Call  Stan  Chatman,  Dis- 
trict Attorney’s  Office,  El  Reno,  232-8124. 


FAMILY  PHYSICIANS,  CENTRAL  OK- 
LAHOMA MEDICAL  GROUP,  an  indepen- 
dent professional  corporation  has  a growing 
fee-for-service  and  prepaid  medical  practice  in 
association  with  Prudential  Health  Care  Plan 
of  Oklahoma  (PruCare).  Second  facility  open- 
ed February  ’82.  Excellent  hours,  salary,  vac- 
ation and  tax-free  benefits.  Extra  pay  for  board 
certification.  Contact  R.  LeRoy  Carpenter,  MD, 
3330  NW  56  St.,  Suite  300,  Oklahoma  City, 
OK  73112  (405)  942-6620. 


FAMILY  PRACTICE  OPPORTUNITIES  in 
Southeast  Kansas  and  in  several  areas  of  Mis- 
souri. Solo,  group  or  associated  practice.  Im- 
mediate openings.  Please  call  Deanna  Feld- 
man, Health  Resources,  Ltd.  (816)  587-0920. 


LARGE  MEDICAL  PRACTICE  located  in 
center  of  fastest-growing  US  resort/retirement 
area.  1980  gross  $600,000  + . Perfect  for  one  or 
more  physicians  or  physicians-investor  group. 
Full  information  in  reference  to  this  complete 
medical  facility  upon  request.  Desert  Medical 
Center,  43-576  Washington  Street,  Palm  De- 
sert, CA  92260.  (714)  345-2696.  □ 
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■ From  Burroughs  Wellcome  Co.  - the 
discoverer  and  developer  of  allopurinol 


■ Patient  starter/conversion  kits  available 
for  easy  titration  of  initial  dosage 


■ Patient  compliance  pamphlets  available 

■ Continuing  medical  education  materials 
available  for  physicians 


Prescribe  for  your  patients  as  you  would  for  yourself. 

Write  ''D.A.  W,  ” ''No  Sub, of"Medically  Necessary,  ” 
as  your  state  requires,  to  make  sure 
your  patient  receives  the  original  allopurinol 


Wsllcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Rw:v.  ■ 


Mohin' 

ibupcfen,  Upjohn 

600 mg  Tablets 


l^john 


© 1981  The  Upiohn  Comparv 


The  Upjohn  Company  • Kalamazoo.  Michigan  49001  USA 


>9043-<l  X*/1981 


FAMILY  PRACTITIONERS 

TULSA,  OKLAHOMA 


A clinic  in  the  Tulsa  area  is  seeking  additional  physicians. 
We  offer  you: 

— A Modern,  Well-Equipped  Facility 

— Easy  Access  to  Three  Major  Hospitals 

— Attractive  Financial  Arrangements  tailored 
to  your  individual  requirements. 


For  more  information,  please  send  C.V.  to: 


Key  M,  %The  Journal, 

Oklahoma  State  Medical  Association 
601  N.W.  Expressway,  Okiahoma  City,  OK  73118 


Journal  / April  1982  / Volume  75 


XI 


An  added  complication... 
in  the  treatment  of  bacterial  bronchitis 


Brief  Summary. 

Consult  the  package  literature  tor  prescribing  Information. 
Indications  and  Usage;  Ceclor*  (cefaclor,  Lilly)  is  irKficated  in 
the  treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Sireptococcus  pneumoniae  (Diplococcus  pneumoniae). 
Haemophilus  influenzae,  and  S pyogenes  (group  A beta-hemolytic 
streptocxcl) 

Appropnate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients  with 
known  allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  in  penicillin-sensitive  patients,  cephalosporin 

ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY.  THERE  IS 
clinical  and  LABORATORY  EVIDENCE  Of  PARTIAL  CROSS- 
ALLERGENICITY  OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS. 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS.  INCLUDING  ANAPHYLAXIS.  TO  BOTH  DRUG  CLASSES 
Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Precautions;  If  an  allergic  reaction  to  cefaclor  occurs,  the  drug 
should  be  discontinued,  and.  if  necessary,  the  patient  should  be 
treated  with  appropnate  agents,  e g . pressor  amines,  antihistamines, 
or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during 
treatment  with  the  cephalosporin  antibiotics  In  hematologic 
studies  or  in  transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the  minor  side  or  in  Coomb 
testing  of  newborns  whose  mothers  have  received  cephalosporin 
antibiotics  before  parturition,  it  ^ould  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  a condition,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  fehlmg's  solutions  and  also  with  Cfinitest* 
tablets  but  not  with  Tes-Tape’*  (Glucose  Enzymatic  Test  Strip. 
USP,  Lilly) 

Usage  in  Pregnancy —hWhongti  no  teratogenic  or  antifertility 
effects  were  seen  in  reproduction  studies  in  mice  and  rats  receiving 
up  to  12  times  the  maximum  human  dose  or  in  ferrets  given  three 
times  the  maximum  human  dose,  the  safety  of  this  drug  for  use  in 
human  pregnancy  has  not  been  established  The  benefits  of  the 
drug  in  pregnant  women  should  be  weighed  against  a possible 
risk  to  the  fetus 

Usage  in  /nfancy- Safety  of  this  product  for  use  in  infants 
less  than  one  month  of  age  has  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to 
cefaclor  therapy  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70)  and  nausea  and  vomiting 
(1  in  90) 

As  with  other  broad-spectrum  antibiotics,  colitis,  including  rare 
instances  of  pseudomembranous  colitis,  has  been  reported  m 
coniunction  with  therapy  with  Ceclor 
Hypersensitivity  reactions  have  been  reported  in  about  1 5 


Cefaclor 

Pulvules®,  250  and  500  mg 


Some  ampicillin-resistant  strains  of 
Haemophlius  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.’-® 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae.  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieyed  a satisfactory  clinical 
response  with  Ceclor.^ 


percent  of  patients  and  include  morbilliform  eruptions  (1  I 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occu  I 
than  1 in  200  patients  Cases  of  serum-sickness-like  re:  i 
(erythema  multiforme  or  the  above  skin  manifestations  aa  I 
by  arthfiiis/arthraigia  and.  frequently,  fever)  have  been  n i 
These  reactions  are  apparently  due  to  hypersensitivity  ai  • 
usually  occurred  during  or  following  a second  course  of  1 1 
with  cklor*  (cefaclor).  Such  reactions  have  been  report  I 
frequently  in  children  than  in  adults  Signs  and  symptom  I 
occur  a few  days  after  initiation  of  therapy  and  subside  i |A 
few  days  after  cessation  of  therapy  No  serious  sequelar  I 
been  reported  Antihistamines  and  corticosteroids  appea 
enhance  resolution  of  the  syndrome 
Cases  of  anaphylaxis  have  been  reported,  half  of  whic  i 
occurred  in  patients  with  a history  of  penicillin  allergy 
Other  effects  considered  related  to  therapy  included  eo  M 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  tt>)* 
100  patients) 

Causal  Relationship  f/ncerfa/rj-  Transitory  abnormalit  | 
clinical  laboratory  test  results  have  been  reported  Altho  )i 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  < * 
information  for  the  physician 
Wepaf/c- Slight  elevations  in  SCOT.  SGPT.  or  alkalin 
phosphatase  values  (1  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  ci  ( 
predominantly  lymphocytosis  occurring  in  infants  arid  yoi  i 
children  (1  in  40) 

f?ena/- Slight  elevations  in  BUN  or  serum  creatinine  I 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200).  f 

‘Many  authorities  attribute  acute  infectious  exacerbatioi  I 
chronic  bronchitis  to  either  S pneumoniae  or  H influen  I 
Note  Ceclor  is  contraindicated  in  patients  with  known  I 
the  cephalosporins  and  should  be  given  cautiously  to  o 1 
allergic  patients  ' 

Penicillin  is  the  usual  drug  of  choice  in  the  treatmenL 
prevention  of  streptococcal  infections,  including  the  prr| 
of  rheumatic  fever  See  prescribing  information 
References 

1 Antimicrob  Agents  Chemother . 5 91, 1975 

2 Antimicrob  Agents  Chemother , /7  470, 1977 

3 Antimicrob  Agents  Chemother  /3584, 1978 

4 Antimicrob  Agents  Chemother , 490, 1977 

5 Current  Chemotherapy  (edited  by  W Siegenthaler  am  i 
R Luthy).  11680  Washington.  0 C American  Sxiet  I 
Microbiology.  1976 

6.  Antimicrob  Agents  Chemother  , /3861, 1978 

7 Data  on  file.  Eli  Lilly  and  Company 

8 Principles  and  Practice  of  Infectious  Diseases  (edits  i 
G.L  Mandeil  R.G  Douglas.  Jr . and  J E Bennett),  p 
New  York  John  Wiley  & Sons.  1979 


Additional  information  av>  f 
the  profession  on  request  u 
Ell  Lilly  and  Company. 
Indianapolis.  Indiana  462 ' 
Eli  Lilly  Industries.  Inc. 
Carolina,  Puerto  Rico  OOi 
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TWO  TYPES  OF  INSURANCE  PROMISES: 

1.  A claims-made  policy  will  protect  your  practice 
for  only  one  year. 

2.  PLICO’s  occurrence  policy  will  outlast  your 
professional  career! 

Beware  of  the  so  called  claims-made  professional  liability 
policy.  By  its  nature,  the  coverage  is  promised  for  only 
one  year.  An  occurrence  policy  — like  PLICO’s  — has 
lasting  value  you  can  count  on. 

For  example,  a claims-made  company  will  defend  you 
and  pay  claims  only  if  they  are  reported  while  the  policy  is 
in  force  — a year-to-year  form  of  insurance  insecurity. 

And  what  if  you  quit  the  company  or  it  quits  you?  Then 
you  have  to  breathe  new  life  into  the  insuring  agreement 
by  paying  one,  two  or  three  times  the  annual  premium 
just  to  have  the  privilege  of  reporting  claims  which  may 
come  to  light  only  after  the  policy  has  expired.  Another 
bad  feature  of  “claims-made”  insurance  is  that  some 
physicians  may  be  beguiled  into  buying  it  through  a 
deceptively-priced  “introductory”  premium,  only  to  dis- 
cover that  they  are  automatically  programmed  for  rate 
increases  over  the  next  four  years. 

By  contrast,  the  occurrence  policy  of  PLICO  is  on  your 
case  for  all  professional  services  you  perform  during  the 
policy  period  — regardless  of  when  the  claims  are  known 
and  reported!  There  are  no  “automatic”  rate  increases  at 
PLICO.  True  Oklahoma  loss  experience  always  governs 
its  cost. 

So,  doctor,  you  can  buy  professional  liability  insurance  by 
the  year  or  by  the  career.  The  career-oriented  PLICO 
policy  is  obviously  superior.  And  you  have  a promise  from 
us  that  the  real  cost  of  your  insurance  will  be  revealed 
up-front  — no  extra-buck  surprises  for  you  later  on. 


J Physicians  Liability  Insurance  Company 
720  N.W.  50th  Street  • Box  18171  • Oklahoma  City  73154 
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DRAMATIC 

NEWCLNGAl 

PROOF' 

In  the  treatment  of  impetigo- 

* 100%  cure  rate  with 

TfegopenTcloxacillh  sodium) 

•only  a 60%  cure  rate  with  penicillin  V-l 


As  seen  on 
admission 


After  one  week 
of  penicillin  V-K 
therapy 


Two  weeks  after 
initiation  of 
TEGOPEN  therai 


Treatment  failure  was  judged  to  have  occurred  when  lesions  increased  in  size  and/or  number  dui 
the  initial  week  of  treatment  with  penicillin  V-K.  No  treatment  failures  occurred  with  Tegopen. 


*Data  on  file,  Bristol  Laboratories. 


Briel  Summary  ol  Prescribing  Inlormalion 

TEGOPEN* 

(cloxacillin  sodium) 

Capsules  and  Oral  Solution 

For  complete  information,  consult  Official  Package  Circular  (12)  9/11/75 

INOICATIONS: 

Although  the  principal  indication  for  cloxacillin  sodium  Is  in  the  treatment  of  infections  due  to 
penicllllnase-producing  staphylococci,  it  may  be  used  to  Initiate  therapy  in  such  patients  in 
whom  a staphylococcal  infection  is  suspected  (See  Important  Note  below  ) 

Bacteriologic  studies  to  determine  the  causative  organisms  and  their  sensitivity  to  cloxacillin 
sodium  should  be  performed 

IMPORTANT  NOTE 

When  It  IS  judged  necessary  that  treatment  be  initiated  before  definitive  culture  and  sensitivity 
results  are  known,  the  choice  of  cloxacillin  sodium  should  take  into  consideration  the  fact  that  it 
has  been  shown  to  be  effective  only  In  the  treatment  ol  infections  caused  by  pneumococci. 
Group  A beta-hemolytIc  streptococci,  and  penicillin  G-resIstant  and  penicillin  G-sensitIve 
staphylococci.  If  the  bacteriology  report  later  Indicates  the  infection  Is  due  to  an  organism  other 
than  a penicillin  G-resistant  staphylococcus  sensitive  to  cloxacillin  sodium,  the  physician  Is 
advised  to  continue  therapy  with  a drug  other  than  cloxacillin  sodium  or  any  other  penicllllnase- 
resistant  semi-synthetic  penicillin 


Recent  studies  have  reported  that  the  percentage  of  staphylococcal  isolates  res 
penicillin  G outside  the  hospital  is  increasing,  approximating  the  high  percentage  of 
staphylococcal  isolates  found  in  the  hospital.  For  this  reason,  it  is  recommendf 
penicilllnase-resistant  penicillin  be  used  as  Initial  therapy  for  any  suspecfed  staphy 
infection  until  culture  and  sensitivity  results  are  known 
(Cloxacillin  sodium  Is  a compound  that  acts  through  a mechanism  similar  to  that  of  ir 
against  penicillin  G-resIstant  staphylococci.  Strains  of  staphylococci  resistant  to  rrl 
have  existed  in  nature  and  It  Is  known  that  the  number  of  fhese  strains  reported  S 
increasing  Such  strains  of  staphylococci  have  been  capable  ol  producing  serious  dil 
some  Inslances  resulting  In  fatality  Because  of  this,  there  Is  concern  that  widespread 
penicilllnase-resistant  penicillins  may  result  in  the  appearance  of  an  Increasing  nl 
staphylococcal  strains  which  are  resistant  to  these  penicillins  H 

Methicillin-resistanI  strains  are  almost  always  resistant  to  all  other  penicillinase^ 
penicillins  (cross-resistance  with  cephalosporin  derivatives  also  occurs  Iren 
Resistance  to  any  penicillinase-resistant  penicillin  should  be  interpreted  as  evidence  41 
resistance  to  all.  In  spite  of  the  fact  that  minor  variations  in  in  vilro  sensitivity^ 
encountered  when  more  than  one  penicillinase-resistant  penicillin  is  tested  against® 
strain  of  staphylococcus.  H 

CONTRAINDICATIONS:  ^ 

A history  of  a previous  hypersensitivity  reaction  to  any  of  the  penicillins  is  a contrail^ 


RESULTS  OF  ORAL  THERAPY  revealed  a high 
percentage  of  treatment  failures  with  penicillin  V 

potassium,  but  no  failures  with  Tegopen. 

Given  Tegopen® 

Given 

[cloxacillin  sodium] 

penicillin  V-K 

Staphylococcus  aureus  (78  patients) 

39 

39 

Returned  to  clinic  at  one  week 

29t 

38t 

Treatment  failure  at  one  week 

0 

18  (47.4%) 

Staphylococcus  aureus  and 
Streptococcus  pyogenes  (9  patients) 

4 

5 

Returned  to  clinic  at  one  week 

4 

5 

Treatment  failure  at  one  week 

0 

2 (40%) 

No  initial  bacterial  growth  (14  patients) 

9 

5 

All  1 4 healed,  regardless  of  which 

antibiotic  was  administered. 

Beta-hemolytic  Streptococcus  (1  patient) 

0 

1 

TOTALS:  102  patients 

52  patients 

50  patients 

ven  patients  did  not  return  for  their  one-week  checkup  the  lesions  had  healed.  One  patient  was  dropped  from  the  study, 

;e  were  all  called  by  telephone,  and  their  families  reported  early,  because  of  adverse  reaction  to  medication 


UDY: 

iSCRIPTION/PROTOCOL 

02  nonselected  subjects,  with  initial  bacteri- 
logy  as  follows:  17%  Staphylococcus  aureus, 
% mixed  Staphylococcus  aureus  and  Strep- 
jcoccus  pyogenes,  and  1%  beta-hemolytic 
treptococcus 

II  patients  were  given  randomized  therapy— 
sgopen  capsules  or  oral  solution,  or  penicillin 
-K  tablets  or  oral  solution,  in  recommended 
osages  according  to  body  weight. 


• All  patients  were  evaluated  after  one  week's 
therapy.  If  there  was  no  improvement,  therapy 
was  switched  to  the  other  antibiotic.  The 
“other  antibiotic’’  proved  to  be  Tegopen  100% 
of  the  time  because  no  treatment  failures  had 
occurred  with  Tegopen. 

• A final  assessment  of  progress  was  made  two 
weeks  after  initiation  of  Tegopen  therapy. 

fThe  remainder,  to  equal  100%,  consisted  of  14  patients  (13%) 
who  exhibited  no  initial  bacterial  growth.  These  14  were  all 
healed,  whether  given  Tegopen  or  penicillin  V-K 


TEGOPEN 

(cbxadlin  sodium] 

-effective  therapy  for  staph  infections 
of  the  skin  arid  skin  structures 


WARNING: 

> and  occasionally  fatal  hypersensitivity  (anaphylactoid)  reactions  have  been  reported 
ints  on  penicillin  therapy.  Although  anaphylaxis  is  more  frequent  following  parenteral 
^ it  has  occurred  in  patients  on  oral  penicillins.  These  reactions  are  more  apt  to  occur  in 
uals  with  a history  of  sensitivity  to  multiple  allergens. 

e have  been  well  documented  reports  of  individuals  with  a history  of  penicillin 
ensitivity  reactions  who  have  experienced  severe  hypersensitivity  reactions  when 
I with  a cephalosporin.  Before  therapy  with  a penicillin,  careful  inquiry  should  be  made 
ning  previous  hypersensitivity  reactions  to  penicillins,  cephalosporins,  and  other 
ns  If  an  allergic  reaction  occurs,  the  drug  should  be  discontinued  and  the  patient  treated 
le  usual  agents,  e g.,  pressor  amines,  antihistamines,  and  corticosteroids, 
ty  for  use  in  pregnancy  has  not  been  established. 

PRECAUTIONS: 

ssibility  of  the  occurrence  of  superinfections  with  mycotic  organisms  or  other  pathogens 
be  kept  in  mind  when  using  this  compound,  as  with  other  antibiotics.  If  superinfecfion 
during  therapy,  appropriate  measures  should  be  taken. 

vith  any  potent  drug,  periodic  assessment  of  organ  system  function,  including  renal. 
:.  and  hematopoietic,  should  be  made  during  long-term  therapy 
ADVERSE  REACTIONS: 

intestinal  disturbances,  such  as  nausea,  epigastric  discomfort,  flatulence,  and  loose 


stools,  have  been  noted  by  some  patients.  MildlyelevatedSGOT  levels  (less  than  ICO  units)  have 
been  reported  in  a few  patients  for  whom  pretherapeutic  determinations  were  not  made.  Skin 
rashes  and  allergic  symptoms,  including  wheezing  and  sneezing,  have  occasionally  been 
encountered.  Eosinophilia.  with  or  without  overt  allergic  manifestations,  has  been  noted  in 
some  patients  during  therapy, 

USUAL  DOSAGE: 

Adults:  250  mg,  q,6h. 

Children:  50  mg. /Kg. /day  in  equally  divided  doses  q,6h.  Children  weighing  more  than  20  Kg. 
should  be  given  the  adult  dose.  Administer  on  empty  stomach  for  maximum  absorption. 

N.B.:  INFECTIONS  CAUSED  BY  GROUP  A BETA-HEMOLYTIC  STREPTOCOCCI  SHOULD  BE 
TREATED  FOR  AT  LEAST  10  DAYS  TO  HELP  PREVENT  THE  OCCURRENCE  OF  ACUTE  RHEUMATIC 
FEVER  OR  ACUTE  GLOMERULONEPHRITIS 

SUPPLIED: 

Capsules— 250  mg.  in  bottles  of  100  500  mg.  m bottles  of  100 
Oral  Solution— 125  mg./5  ml.  in  100  ml.  and  200  ml  bottles. 


Bristol  Laboratories 

Division  of  Brisfol-Myers  Company 

Syracuse,  New  York  13201 


BRISTOL 


Copyright  ® 1981 , Bristol  Laboratories 


Have  the  new  pension  laws  got  you  down? 
Why  employ  when  you  can  lease? 


Staff  leasing  will  reduce  \;our  taxes  and  increase  your  net  earnings 


Your  staff  will  enjoy  superior 
employee -benefits 

• medical  insurance 

• maternity  benefits 

• dental  insurance 

• life  insurance 

• pension  retirement 

• professional  liability  insurance 

• and  more 


Free  yourself  to  select  a benefit 
package  (retirement,  medical  ex- 
pense reimbursement,  insurance, 
etc.)  which  satisfies  and  covers  only 
yourself  without  being  required  to 
provide  the  same  benefits  to  your 
entire  staff. 


• VVe  are  not  an  employment  agency. 

• We  provide  full-time  staffs  for  clinics,  group  practices  and  sole 
practitioners. 

• We  will  either  hire  your  existing  employees  and  lease  them  back 
to  you  or  hire  new  employees  who  are  acceptable  to  you. 

• We  will  save  you  money,  time  and  effort.  You  merely  write  one 
check  a month  and  we  do  all  the  rest. 

• Our  fee  will  be  significantly  less  than  your  present  employee  cost. 


f \ 

Our  staff  leasing  arrangement  is  also  the  solution  for  clinics  and  group 
practices  which  may  be  in  violation  of  the  new  pension  laws 

V J 


STAFF  LEASING,  INC. 


The  Staff  Leasing  Company 


IN  TEXAS  CALL 
(214)  343-8682 


IN  OKLAHOMA  CALL 
(405)  943-3310 


POST  OFFICE  BOX  31207 
DALLAS,  TEXAS  75231 


POST  OFEICE  BOX  12373 
OKLAHOMA  CITY,  OKLAHOMA  73157 


Oklahoma  State  Medical  Association 


) 


I Now 
Pronounce 
You  Man 
and  Device 


Medicine  and  business  are  finally  united  in  an  easy  to  use  office 
systenn  which  increases  productivity  and  efficiency.  Many  physicians 
have  already  discovered  our  time-share  system,  and  they’re  saving  time 
. . . and  money.  Make  your  medical  business  as  good  as  your  medicine. 


DflTfiTEK 

Office  Systems,  Inc. 

818  N.W.  63rd,  Oklahoma  City,  OK  73116 

405-843-7323 
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OKC  405-495-0601 
CLEVELAND  918-358-3559 
CUSHING  918-225-5563 


TULSA  918-587-8994 


SHAWNEE  405-275-8020 
LAWTON  405-355-6101 
EL  RENO  405-262-1021 


NG  918-225-5563  «^NO  405-2C 

A Non-profit  ^ 

MEDICARE  APPROVED  HOME  HEALTH  AGENCY  ^ 


WHAT  IS  HOME  HEALTH  CARE? 

Home  health  care  is  a unique  part  of  the  community  total  health  delivery  system.  The  role  of  home  health 
care  is  to  make  available  to  each  physician  services  that  will  enhance  the  recovery  process  of  his  patients.  The 
physician  may  choose  to  utilize  home  health  care  for  his  homebound  patients  who  need: 

1.  SKILLED  NURSING  CARE  — to  apply  and  reinforce  his  treatment  regime  i.e.  special  diets,  injections, 
diabetes  care  and  instructions,  catheter  care,  colostomy  care,  and  other  needs  after  a hospital  stay  or  an 
illness  in  the  home.  — Or,  for  frequent  monitoring  and  reporting  of  patients  condition  to  their  physician. 

2.  HOME  HEALTH  AIDE  — to  carry  out  personal  hygiene  needs  of  his  patients. 

3 PHYSICAL  THERAPY  — to  evaluate  and  carry  out  an  exercise  regime  or  other  therapeutic  treatment. 

4.  OCCUPATIONAL  THERAPY 

5.  SPEECH  THERAPY 

6.  MEDICAL  SOCIAL  WORKER 

7.  A NURSE  ON  CALL  24-HOURS  a day  for  problem  situations. 

8.  REFERRAL  SERVICES 

9.  HOSPITAL  PATIENT  EVALUATION 

10.  SUPPLIES  & EQUIPMENT  (approved  by  medicare  while  patient  is  on  our  service. 

Medicare  allows  lOO^r  coverage  for  these  services  to  those  who  qualify. 

OHH  is  presently  serving  over  30  counties  in  Oklahoma. 

FOR  MORE  INFORMATION  AND  ASSISTANCE  PLEASE  CALL 


OKLAHOMA  HOME  HEALTH,  INC. 


THERE'S  MORE  TO  ARMY  RESERVE  MEDICINE  THAN  THE  ARMY 


Add  the  prestige  of  an  officer's  commission  to  your  medical  career  without  leaving  your  hometown.  As  a 
qualified  physician,  you'll  receive  a direct  Army  Reserve  Commission.  You’ll  serve  your  country  as  an  officer 
and  receive  an  officer’s  pay  for  each  monthly  and  annual  training  session  you  attend. 


While  serving,  you'll  accumulate  retirement  credit  to- 
ward a military  pension  at  age  60  after  the  completion 
of  20  years  of  parttime  service. 

For  one  weekend  a month,  you  can  be  the  kind  of 
doctor  many  doctors  would  like  to  be.  The  actual  time 
commitment  is  minimal.  Reserve  membership  takes 
only  16  hours  each  month  and  two  consecutive  weeks 
each  year. 


WE  ALSO  OFFER  SPECIAL  OPPORTUNITIES 
FOR  MEDICAL  STUDENTS 

For  more  information,  complete  and  mail  the 
coupon  below  or  call  today. 

ARMY  RESERVE  MEDICINE 
1528  CENTRAL  STREET 
KANSAS  CITY,  MO  64108 


I would  like  more  information  on  physician  opportunities. 

NAME TELEPHONE 

STREET  

CITY STATE ZIP 


YOU  CAN  SERVE  YOUR  COUNTRY  WHILE  BUILDING  YOUR  FUTURE. 


ARMY  RESERVE  MEDICINE 

COLLECT:  (816)  421-6079 
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On  Balance...  I 

U-VERl 


Each  Tablet  Contains: 

Pentylenetetrazol 25.0  r 

Pheniramine  maleate '12,5  r 

Nicotinic  acid 50,0  r 


In  Vertigo 


Clinically  proven  actions 


• Antihistaminic 

• Cerebral  stimulant 

• Vasodilator 

Few  side  effects 

• Vasodilation  occasionally  causes 
facial  flushing  which  can  be  mini- 
mized by  recommending  that 
Ru-Verf”  be  taken  following  meals  c 
with  food. 

Dosage 

• One  or  two  tablets  three  times  a da 

Please  see  next  page  for  a summary  of  prescribing  information 

MANUFACTURED  & DISTRIBUTED  BY 


BOOTS  PHARMACEUTICALS,  iNC. 

Shreveport,  Louisiana  71106 

Pioneers  in  medicine  for  the  famiiy 


D ' 

n\fertigo 

On  Balance... 

RU-VERT 

See  following  prescribing  information. 

DESCRIPTION:  Each  tablet  contains  the  following  active  ingredients: 

Pentylenetetrazol 25.0  mg 

Pheniramine  maleate 1 2.5  mg 

Nicotinic  acid '. 50  0 mg 

INOICATIONS:  Ru-Vert  is  indicated  as  an  adjunct  therapy  in  the  symptomatic  treat- 
ment of  acute  or  chronic  vertigo. 

CONTRAINOICATIONS:  Convulsive  disorders  or  known  history  of  sensitivity  to  any 
of  the  listed  active  ingredients.  Because  of  the  vasodilating  action  of  nicotinic  acid. 
Ru-Vert  should  not  be  used  in  patients  with  hypotension. 

WARNINGS:  The  safety  of  this  preparation  during  pregnancy  and  lactation  has  not 
been  established.  Use  of  this  drug  requires  that  the  physician  evaluate  the  potential 
benefits  of  the  drug  against  any  possible  hazard  to  the  mother  and  child 
PRECAUTIONS:  Although  there  are  no  absolute  contraindications  to  pentylene- 
tetrazol. it  should  be  used  with  caution  in  epileptic  patients  or  those  known  to  have  a 
low  convulsive  threshold  or  a focal  brain  lesion.  Caution  should  be  exercised  when 
treating  patients  with  high  doses  of  Ru-Vert  who  have  heart  disease.  While  pentylene- 
tetrazol does  not  act  directly  on  the  myocardium,  the  results  from  central  vagal 
stimulation  could  cause  bradycardia. 

Pheniramine  maleate.  like  other  antihistamines,  may  produce  sedative  side  effects 
in  certain  patients. 

Transient  vasodilatation  due  to  rapid  absorption  of  nicotinic  acid  may  produce 
facial  flushing  and  a sensation  of  warmth.  These  effects  may  be  ameliorated  by 
recommending  that  Ru-Vert  be  taken  following  meals  or  with  food. 

ADVERSE  REACTIONS:  Pentylenetetrazol  in  nigh  doses  may  produce  toxic  symptoms 
typical  of  central  nervous  system  stimulants,  which  act  on  the  higher  motor  centers 
and  the  spinal  cord.  Convulsions  resulting  from  this  drug  are  spontaneous  and  are 
not  induced  by  external  stimuli.  They  usually  last  for  several  minutes  and  are  followed 
by  profound  depression  and  respiratory  paralysis.  Death  has  been  reported  from  the 
ingestion  of  10  grams  of  pentylenetetrazol. 

DRUG  ABUSE:  Drug  dependence  has  not  been  reported  with  Ru-Vert. 

OVERDOSAGE:  Signs  and  symptoms  of  acute  overdose  may  be  due  primarily  from 
overstimulation  of  the  central  nenrous  system  and-  from  excessive  vasodilatation 
with  resulting  autonomic  nenrous  system  imbalance.  The  symptoms  may  include  the 
following:  vomiting,  agitation,  tremors,  hyperreflexia.  sweating,  confusion,  hallucina- 
tions. headache,  hyperpyrexia,  tachycardia.  Treatment  consists  of  appropriate  sup- 
portive measures.  If  signs  and  symptoms  are  not  too  severe  and  the  patient  is 
conscious,  gastric  evacuation  may  be  accomplished  by  induction  of  emesis  or 
gastric  lavage. 

Intensive  care  must  be  provided  to  maintain  adequate  circulation  and  respiratory 
exchange 

DOSAGE  AND  ADMINISTRATION:  The  recommended  dosage  of  Ru-Vert  for  vertigo 
or  motion  sickness  is  1 or  2 tablets  three  times  a day  with  meals  or  light  snacks. 

This  drug  is  not  for  use  in  children  under  12  years  of  age. 

HOW  SUPPLIED: 

Bottles  of  100  tablets  NDC  0524-0060-01 

Bottles  of  300  tablets  NDC  0524-0060-03 

Federal  law  prohibits  dispensing  without  prescription. 

MANUFACTURED  & DISTRIBUTED  BY 


BOOTS  PHARMACEUTICALS,  INC. 
Shreveport.  Louisiana  71106 
Pioneers  in  medicine  for  the  family 


NOW 

AVAILABLE— 

TO  ALL  OSMA 
MEMBERS 


A most  comprehensive  book  on  Oklahoma  laws 
which  specifically  affect  the  practice  of  medicine. 
This  compendium  includes  information  on  profes- 
sional corporations,  child  abuse.  Anatomical  Gift 
Act,  crimes,  school  children  immunization,  mental 
health.  Board  of  Medical  Examiners,  HMO’s,  work- 
ers compensation,  etc. 


WRITE  or  CALL 
FOR  YOUR  FREE  COPY 


Oklahoma  State  Medical 
Association 
601  N.W.  Expressway, 
Oklahoma  City,  OK  73118 
(405)  843-9571 
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It  all  adds  up, 

in  today's  major  hypertension  studies 


VAStud/  HDFPStudy2  MRFITStudy^ 

■ 450  patients  studied  ■ More  than  10,000  patients  ■ 0-year,  12,000-patient 

■ Mild  to  moderate  studied  study,  to  be  completed 

hypertensives  ■ Conducted  at  14  centers  in  1082 

■ Comparison  of  propranolol  over  5 years  ■ Assesses  factors  that  may 

and  reserpine  for  Step-2  ■ Proved  that  compliance  int  rease  risk  of  cardio- 

antihypertensive  therapy  with  Step  Care  lowers  death  \ as(  iilar  disease 

■ Conclusion:  when  added  rate  from  all  cardiovascular  ■ Preferred  Step-2  regimen; 

to  a thiazide  diuretic,  reser-  causes  reserpine-thiazide 

pine  was  ettective  in  a larger  ■ Conclusion:  reserpine-  ■ Full  year's  data:  reserpine 

percentage  of  patients  (88"o)  thiazide  regimens  were  is  causing  less  depression 

than  was  propranolol  (8T'n)I  jDrctcrred  for  Step-2  therapy,  than  methylclopa,  diuretics, 

and  v\ere  deemed  effective,  or  placebo! 

without  significant  adverse 

effects! 


That's  why  the  combination  in 

Salutensin' 

(hydroflumethiazide  50  mg/ 
reserpine  0.125  mg) 

Is  the  preferred  Step-2  regimen 

Plea«*e  -ee  reterencos  and  brief  summarv  of  prescribing  Intormation  on  adjacent  page 
C op\rii*hi  C/  Bn>tnl  Laboralorie** 


Salutensin® 

(hydroflumethiazide  50  mg/reserpine  0.125  mg) 

Salutensin-Demi™ 

(hydroflumethiazide  25  mg/reserpine  0.125  mg) 

Brief  Summary  of  Prescribing  Information  (12)  10/27/78 

For  complete  information  consult  Official  Package  Circular. 

WARNING 

This  fixed  combination  drug  is  not  indicated  for  initial  therapy  of 
hypertension.  Hypertension  requires  therapy  titrated  to  the  individ- 
ual patient  If  the  fixed  combination  represents  the  dosage  so 
determined,  its  use  may  be  more  convenient  in  patient  management 
The  treatment  of  hypertension  is  not  static,  but  must  be  reevaluated 
as  conditions  in  each  patient  warrant. 


CONTRAINDICATIONS 

Anuria,  oliguria,  active  peptic  ulceration,  ulcerative  colitis,  severe 
depression  or  hypersensitivity  to  its  components  contraindicates  the 
use  of  Salutensin. 

WARNINGS 

Small-bowel  lesions  (obstruction,  hemorrhage,  perforation  and  death) 
have  occurred  during  therapy  with  enteric-coated  formulations  contain- 
ing potassium,  with  or  without  thiazides.  Such  potassium  formulations 
should  be  used  with  Salutensin  only  when  indicated  and  should  be  dis- 
continued immediately  if  abdominal  pain,  distention,  nausea,  vomiting 
or  gastrointestinal  bleeding  occurs.  Use  cautiously,  and  only  when 
deemed  essential,  in  fertile,  pregnant  or  lactating  patients. 

Use  in  Pregnancy— Thiazides  cross  the  placenta  and  can  cause  fetal 
or  neonatal  hyperbilirubinemia,  thrombocytopenia,  altered  carbohydrate 
metabolism  and  possibly  electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock  therapy:  discontinue  Salutensin 
2 weeks  before  such  therapy.  Increased  respiratory  secretions,  nasal 
congestion,  cyanosis  and  anorexia  may  occur  in  infants  born  to  reserpine- 
treated  mothers. 

PRECAUTIONS 

Azotemia,  hypochloremia,  hyponatremia,  hypochloremic  alkalosis 
and  hypokalemia  (especially  with  hepatic  cirrhosis  and  corticosteroid 
therapy)  may  occur,  particularly  with  pre-existing  vomiting  and  diarrhea. 
Potassium  loss  may  cause  digitalis  intoxication.  Potassium  loss  responds 
to  potassium-rich  foods,  potassium  chloride  or,  if  necessary,  discontinu- 
ation of  therapy  Serum  ammonia  elevation  may  precipitate  coma  in 
precomatose  hepatic  cirrhotics.  Discontinue  therapy  2 weeks  before 
surgery  or  if  myocardial  irritability,  progressive  azotemia  or  severe 
depression  occur.  Exercise  caution  in  patients  with  chronic  uremia, 
angina  pectoris,  coronary  thrombosis  or  extensive  cerebral  vascular 
disease  or  bronchial  asthma  and  in  those  with  a history  of  peptic 
ulceration  or  bronchial  asthma:  in  post-sympathectomy  patients:  in 
patients  on  quinidine:  and  in  patients  with  gallstones,  in  whom  biliary 
colic  may  occur.  Patients  who  have  diabetes  mellitus  or  who  are  sus- 
pected of  being  prediabetic  should  be  kept  under  close  observation  if 
treated  with  this  agent. 

ADVERSE  REACTIONS 

Hydroflumethiazide  — Skin-rashes  (including  exfoliative  dermatitis), 
skin  photosensitivity,  urticaria,  necrotizing  angiitis,  xanthopsia,  granulo- 
cytopenia, aplastic  anemia,  orthostatic  hypotension  (potentiated  with 
alcohol,  barbiturates  or  narcotics),  allergic  glomerulonephritis,  acute 
pancreatitis,  liver  involvement  (intrahepatic  cholestatic  jaundice), 
purpura  plus  or  minus  thrombocytopenia,  hyperuricemia,  hyperglycemia, 
glycosuria,  malaise,  weakness,  dizziness,  fatigue,  paresthesias,  muscle 
cramps,  skin  rash,  epigastric  distress,  vomiting,  diarrhea  and  constipation. 

Reserpine  — Depression,  peptic  ulceration,  diarrhea.  Parkinsonism, 
nasal  stuffiness,  dryness  of  the  mouth,  weight  gain,  impotence  or 
decreased  libido,  conjunctival  injection,  dull  sensorium,  deafness,  glau- 
coma, uveitis,  optic  atrophy,  and,  with  overdosage,  agitation,  insomnia 
and  nightmares. 

USUAL  DOSE 

The  usual  adult  dose  of  Salutensin  is  one  tablet  once  or  twice 
daily.  If  a smaller  amount  of  thiazide  diuretic  is  desired,  Salutensin- 
Demi,  one  tablet  once  or  twice  daily  can  be  given. 

SUPPLIED 

Bottles  of  10  and  1(X)0  scored  tablets. 

REFERENCES 

1.  Propranolol  in  the  treatment  of  essential  hypertension.  Veterans 
Administration  Cooperative  Study  Croup  on  Antihypertensive  Agents. 
lAMA  237:2303-2310,  1977. 

2.  Five-year  findings  of  the  hypertension  detection  and  follow-up  pro- 
gram: I Reduction  in  mortality  of  persons  with  high  blood  pressure, 
including  mild  hypertension.  Hypertension  Detection  and  Follow-up 
Program  Cooperative  Croup.  JAMA  242:2562-2571,  1979. 

3.  Moser  M,  Kaplan  NM,  Sullivan  )M,  Paul  O,  in  discussion:  Perspec- 
tives on  MRFIT : Can  the  interim  data  be  applied  to  your  practice . . . ? 

An  Interim  Report  on  the  Ongoing  Multiple  Risk  Factor  Intervention  Trial: 
MRFIT.  New  Perspectives  on  Hypertension  2(1):10-19,  February  1981 . 
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MEDICAL 

DIRECTORY 

OKLAHOMA  STATt  MtDICAL  ASSOCIATION.  1981 

NOW  AVAILABLE 

THE  NEW  OSMA 
MEDICAL 
DIRECTORY 

Oklahoma’s  Most  Complete 
Informational  Medical  Data 

Includes: 

Alphabetical  Physicians  Roster,  Roster  by 
Cities,  Designed  Specialty  Codes,  Medical 
School  CkDdes,  Frequently  Called  Telephone 
Numbers 

Copies  have  been  mailed  to  each  OSMA 
member.  Additional  copies  for  physician- 
members  are  available  for  $10.00  per  copy, 
plus  postage  and  handling.  Others  may  pur- 
chase copies  for  $15.00  each,  plus  postage 
and  handling. 

Order  from  OSMA, 

601  N.W.  Expressway, 

Oklahoma  City,  OK  73118. 


BRISTOL 


Burroughs  Wellcome 


Boots 


100  mg 


300  mg 


100  mg 


300  mg 


ZYLOPRIM*tablets 

(allopurinol) 


LOPURIN^tablets 

(allopurinol) 


LOPURIN 

Allopurinol  / Boots 


Lopurin'  is  a product  of  Boots  Pharmaceuticals,  Inc.,  a subsidiary 
of  Boots  Co.  Ltd.  of  Nottingham,  England,  one  of  the  world’s 
largest  health-care  companies— over  $2.5  billion  in  sales 

BOOTS  PHARMACEUTICALS,  INC. 

Shreveport,  Louisiana  71 106 

Pioneers  in  medicine  for  the  family 
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‘Reference:  19SI  /82  American  Drui’f'is!  Blue  Book 
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SU-TON 

Liquid  Tonic 

A Tonic  for  Geriatric  Patients 

A pleasant  tasting  tonic  containing  iron,  vitamins,  minerads, 
and  an  analeptic.  Ideal  for  those  who  may  benefit  from  vitamin 
deficiency  prevention.  Just  one  tablespoon  before  each  meal. 


DESCRIPTION  Forty-five  milliliters  of  SU-TON  containsthe  following  ingredients  Pentylenetetrazol. 
30  mg  . Niacin.  50  mg  . Vitamin  B-1 . 10  mg  . Vitamin  B-2.  5 mg  . Vitamin  B-6.  1 mg  . Vitamin 
B-12.  3 meg  • Manganese  (as  Manganese  Sulfate).  1 mg  . Magnesium  (as  Magnesium  Sulfate).  2 
mg  . Zinc  (as  Zinc  Sultatei  1 mg  . Iron  (as  Ferric  Pyrophosphate  Soluble).  22  mg  . Alcohol  18% 
INDICATIONS  AND  USAGE  SU-TON  contains  pentylenetetrazol  which  may  be  helpful  in  the  older 
patient  as  an  analeptic  agent  when  mental  contusion  and  memory  detects  are  present  SU-TON  also 
contains  vitamins,  trace  minerals,  and  iron,  for  those  patients  who  may  benefit  by  preventing  the 
development  of  a deficiency 

CONTRAINDICATIONS  Epilepsy  convulsive  disorders  or  known  history  of  sensitivity  to  any  ot  the 
listed  active  ingredients 

WARNINGS  The  safety  ot  this  preparation  during  pregnancy  and  lactation  has  not  been  established 
Use  ot  this  drug  requires  that  the  physician  evaluate  the  potential  benefits  of  the  drug  against  any 
possible  hazard  to  the  mother  and  child 

PRECAUTIONS  Although  there  are  no  absolute  contraindications  to  pentylenetetrazol,  it  should  be 
used  with  caution  in  epileptic  patients  or  those  known  to  have  a low  convulsive  threshold  or  a focal 
Pram  lesion  Caution  should  be  exercised  when  treating  patients  with  high  doses  ot  SU-TON  who 
have  heart  disease  While  pehtylenetetrazol  does  not  act  directly  on  the  myocardium,  the  results 
from  central  vagal  stimulation  could  cause  bradycardia 


ADVERSE  REACTIONS  Pentylenetetrazol  in  high  doses  may  produce  toxic  symptoms  typicjij 
central  nervous  system  stimulants  which  act  on  the  higher  motor  centers  and  the  spinal  cot. 
Convulsions  resulting  from  this  drug  are  spontaheous  and  are  not  induced  by  external  stimuli  Tl» 
usually  last  tor  several  minutes  and  are  followed  by  profound  depression  and  respiratory  paraiysi 
Death  has  beeh  reported  from  the  ingestion  ot  10  grams  ot  pentylenetetrazol 
DRUG  ABUSE  Drug  dependence  has  not  been  reported  with  SU-TON 
OVERDOSAGE  Signs  and  symptoms  ot  acute  overdose  may  be  due  principally  from  overstimuiatKm 
the  central  nervous  system  and  from  excessive  vasodilatation  with  resulting  autonomic  nerva 
system  imbalance  The  symptoms  may  include  the  following  vomiting  agitation  tremors,  hypt 
retlexia,  sweating,  contusion  hallucinations  headache  hyperpyrexia,  tachycardia  Treatme 
consists  ot  appropriate  supportive  measures  It  signs  and  symptoms  are  not  too  severe  anoi 
patient  is  conscious,  gastric  evacuation  may  be  accomplished  by  induction  ot  emesis  or  gasti 
lavage  Intensive  care  must  be  provided  to  maintain  adequate  circulation  and  respiratory  exchang 
DOSAGE  AND  ADMINISTRATION  One  tabiespoontul  (15  ml)  3 times  a day  20-30  minutes  Deto 
meals  This  drug  is  hot  lor  use  in  children  under  12  years  ot  age 

HOW  SUPPLIED  Bottles  ot  473  ml  (16  tl  oz  ) NOC  0524-1015- 

Federal  law  prohibits  dispensing  without  prescription  February  i987 

MzVNUFACTURED  & DISTRIBUTED  BY 


I 


We  believe  private  psychiatric  treat- 
ment is  a vital  option  which  should  al- 
ways be  available  to  physicians  and 
their  patients.  Since  1939,  we  have  been 
dedicated  to  bringing  life's  potential 
within  the  grasp  of  our  patients. 

Through  our  adolescent  treatment 
program,  we  are  meeting  the  mental 
health  needs  of  a growing  group  of 
psychiatric  patients.  Willow  View  Hos- 
pital has  also  expanded  its  alcohol  re- 
habilitation program. 

The  administration  and  staff  invite 
you  to  become  better  acquainted  with 
the  services  we  offer  at  Willow  View. 


MEDICAL  STAFF 


Nolen  L.  Armstrong,  MD 
Harold  J.  Binder,  MD 
Wolfgang  K.  Huber,  MD 


Harold  G.  Sleeper,  MD 
Medical  Director 


Harald  S.  Krueger,  MD 
Joseph  B.  Ruffin,  MD 
Harold  G.  Sleeper,  MD 


Nolen  L.  Armstrong,  MD 
Chief  of  Staff 


Dolores  R.  Wiggins,  Hospital  Administrator 


2601  Spencer  Road 

P.O.  60x  11137  • Oklahoma  City,  Oklahoma  73136  • Phone  405  427-2441 
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Arthritis,  Rheumatism  and  Related  Diseases 


Lyman  C.  Veazey,  MD  Winfred  L.  Medcalf,  MD 

Lloyd  G.  McArthur,  PhD,  MD  Robert  C.  Troop,  PhD,  MD 

Edward  E.  Velayos,  MD,  FACP 


207  C Street  NW 


Ardmore,  Ok.  73401 

Phone  (405)  223-5180 


THE  CHICKASHA  CLINIC 
AND 

TIMBER  CREEK  BRANCH 


FAMILY  PRACTICE 
J W McDoniel.  MD 
J O Wood.  Jf . MD 
Don  R Hess.  MD 
Tim  Bohn.  MD 

INTERNAL  MEDICINE 
W S Harrison  MD 
D L Stehr.  MD 
R S Davis.  MD 

GASTROENTEROLOGY 
C K Su.  MD 

CARDIOLOGY 
J T Bledsoe.  MD 

OBSTETRICS  AND  GYNECOLOGY 
Nancy  W Dever  MD 
Alan  J Weedn.  MD 

PEDIATRICS 
R E Herndon.  MD 
E R Orr.  MD 
J E Freed.  MD 
M P Escobar.  MD 


MAIN  CLINIC 

2222  IOWA,  CHICKASHA,  OK  224-4853 


■ I ■■■■!• 


GENERAL  SURGERY  AND 

INDUSTRIAL  MEDICINE 
C R.  Gibson.  MD 

GENERAL  AND  VASCULAR  SURGERY 
Linda  M Johnson.  MD 
R D Redman.  MD 

THORACIC 

AND  VASCULAR  SURGERY 
Paul  B Loh.  MD 

PHYSICAL  MEDICINE  AND 

REHABILITATION 
Kumud  Vaidya.  MD 

OPHTHALMOLOGY 
John  D Fisher.  MD 

Accredited  A.A.H.C.,  Inc. 


UROLOGY 
K T Varma  MD 

ORTHOPEDIC  SURGERY 
W T Morris.  MD 
Keith  W Riggins,  MD 

RADIOLOGY  (Consulting) 
Don  Delzer.  MD 
J H Gardner,  MD 
J E Milton.  MD 

PHYSICIANS  ASSISTANTS 
W M OhI.  PA 
H L Watkins.  PA 
Myra  Campbell.  PA 

ADMINISTRATION 
James  W Loy 


TIMBER  CREEK  BRANCH 

ROUTE  3,  BOX  124M,  TUTTLE,  OK  73089 
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eLfur-nEL/on  cunic 


INDUSTRIAL  MEDICINE  & 
INDUSTRIAL  SURGERY 

SELWYN  A.  WILLIS,  MD,  Inc. 
WILLIAM  G.  MAYS,  MD,  Inc. 

W.  F.  PHELPS,  MD 

RALPH  L.  NICHOLSON,  MD,  Inc. 

RICHARD  E.  WITT,  MD 


PEDIATRICS 

GEORGE  R.  KRIETMEYER,  MD,  Inc. 
HUGH  C.  GRAHAM,  JR.,  MD 
JOEL  K.  GIST,  MD 
PATRICK  J.  DALEY,  MD 

RADIOLOGY 

WILLIAM  K.  HICKS,  MD 


INTERNAL  MEDICINE  & 
EXECUTIVE  PHYSICALS 

ROBERT  T.  CRONK,  MD,  INC. 

WILLIAM  F.  EWING,  MD,  INC, 

BOYD  O.  WHITLOCK,  MD 

RICHARD  H.  REID,  MD 

R.  A.  SEARCY,  MD 

PHILIP  W.  PERRYMAN,  JR.,  MD 


WAYNE  KELLY,  MD 
JAMES  L.  BACON,  MD 
GLEN  L.  BERKENBILE,  MD 


GENERAL  SURGERY  ADMINISTRATION 

ROBERT  G,  PERRYMAN,  MD,  Inc.  JOSEPH  W.  RHINE 
FRANKLIN  S.  NELSON,  MD  F.  R.  (Rod)  GILES 


1923  East  21st  Street  Box  52218«TULSA,  OKLAHOMA  74152  • PHONE  (918)  742-3341 


THE  McALESTER  CLINIC,  INC. 

1401  East  Van  Buren  Avenue 

McAlester,  Oklahoma  74501 

(918)  426-0240 

Complete 

Clinic  Facilities 

INTERNAL  MEDICINE 

FAMILY  MEDICINE 

STEVEN  D.  ATWOOD,  MD 

JOHN  B.  COTTON,  MD 

CHARLES  K.  HOLLAND,  MD 

WILLIAM  E.  GUPTON,  MD 

R.  KERN  JACKSON,  MD 

FRANCIS  R.  LONERGAN,  MD 

KENNETH  P.  MILLER,  MD 

HOMER  C.  WHEELER,  MD 

LEROY  M.  MILTON,  MD 

OBSTETRICS-GYNECOLOGY 

PEDIATRICS 

ROBERT  G.  CATES,  MD 

DELTA  W.  BRIDGES,  JR  , MD 

W.  RILEY  MURPHY,  JR.,  MD 

THURMAN  SHULLER,  MD 

GARY  L.  ROSE,  MD 

SURGERY 

OTOLARYNGOLOGY 

WILLIAM  G.  BLANCHARD,  MD,  FACS 

SAMUEL  E.  DAKIL,  MD 

GEORGE  M.  BROWN,  JR.,  MD,  FACS 

RADIOLOGY 

ADMINISTRATION 

BRUCE  H.  BROWN,  MD 

PAUL  B.  BISHOP 
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MEDICAL  ARTS  CLINIC  OF  ARDMORE, 

921  Fourteenth  Avenue  Northwest 
Ar(jmore,  Oklahoma  73401 

INC. 

General  Surgery 
THORNTON  KELL,  MD,  FACS 
*TOM  SPARKS,  MD,  FACS 

General  and  Vascular  Surgery 
*WILFRED  S.  GAUTHIER,  MD,  FACS 

Internal  Medicine 

J.  HOBSON  VEAZEY,  MD 

^CLIFFORD  LORENTZEN,  MD,  FACP 

=^DAVID  D.  ROSE,  MD 

*JOE  R.  HAMILL.  MD 

*KEVIN  H.  REED,  MD 

Radiology  (Consultants) 
^MICHAEL  W.  BROWN,  MD 
*JAMES  A.  CHAPMAN,  MD 

Pediatrics 

*DEBORAH  N.  BAIRD,  MD 
GWEN  C.  FUENTES,  MD 

Pathology  (Consultant) 
*CARL  A.  SCHWEERS,  MD 

Administrator 
ROGER  H.  HUGHES 

Phone;  A/C  405-223-5311 

* Specialty  Board  Diplomate 

750  Northeast  13th  Street 
Near  the  Oklahoma  Health  Center 
(2  Blocks  East  of  Lincoln  Blvd.) 
Oklahoma  City,  Oklahoma 


George  S.  Bozalis,  MDf 
Vernon  D.  Cushing,  MDf* 

George  L.  Winn,  MDf 
Robert  S.  Ellis,  MDf* 

Lyle  W.  Burroughs,  MDf° 

I Consultant 

t Diplomate  American  Board  of  Allergy  and  Immunology 
* Diplomate  American  Board  of  Internal  Medicine 
° Diplomate  American  Board  of  Pediatrics 

Post  Office  Box  26827 
Oklahoma  City,  Oklahoma  73126 
Telephone  (405)  271-3232 
Dwight  Mitchell,  Jr.,  Administrator 

By  appointment  8 a m.  to  5 p.m.  (Wednesday  and  Saturday  8 a m.  to  12  noon) 


Specializing  in  the  diagnosis 
and  treatment  of  allergic  diseases 
in  adults  and  children. 


Charles  D.  Haunschild,  MDt° 
James  H.  Wells,  MDf* 
John  R.  Bozalis,  MDf* 
James  D.  Lakin,  Ph.D.,  MDt* 
John  S.  Irons,  MDf° 
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OKLAHOMA  CITY  CLINIC 

Multiple  Specialty  Clinic 

701  Northeast  10th  Street  Oklahoma  City,  Oklahoma  Telephone — 271-2700 


INTERNAL  MEDICINE 

INFECTIOUS  DISEASES 

W W Rucks,  Jr , MD 

Daniel  J Sexton.  MD 

William  S,  Pugsley,  MD 
Donald  G.  Preuss.  MD 
Earl  S.  Elliott,  Jr.,  MD 

HEMATOLOGY-ONCOLOGY 

CARDIOLOGY 

Ralph  G-  Ganick.  MD 

Charles  W Cathey,  MD 
Charles  W Robinson,  Jr  , MD 
Alexander  Poston,  MD 

0 R.C'iard  iS  imaei  MD 

GENERAL  SURGERY 

Thomas  R.  Russell,  MD 
Paul  C.  Houk,  MD 

Frank  G Gatchell,  MD 

Stanley  G.  Rockson.  MD 

Stephen  G ReMine,  MD 

ENDOCRINOLOGY 

James  L Males,  MD 
Ronald  P.  Painton,  MD 

OBSTETRICS  AND  GYNECOLOGY 

John  W.  Records.  MD 

GASTROENTEROLOGY 

Schales  L.  Atkinson,  MD 
Roger  D Quinn,  MD 

Malcolm  G,  Robinson,  MD 

Thomas  R Bryant.  MD 

David  A Neumann,  MD 

Ronald  E Hempling.  MD 

Gretchen  A McCoy,  MD 

PULMONARY  DISEASE 

William  W Cook,  MD 

ORTHOPEDIC  SURGERY 

Edwin  R Maier,  MD 

Mark  Steven  Fixley,  MD 

J Patrick  Livingston,  MD 

OTOLARYNGOLOGY 

RADIOLOGY 

Charles  J,  Wine.  MD 

Edmond  H.  Kalmon,  Jr,,  MD 

Joseph  E,  Leonard,  MD 

Melvin  C Hicks,  MD 

Willard  B.  Moran,  Jr..  MD 

J.  Kent  Chesnut,  MD 
Alan  M Ellron.  MD 

PEDIATRICS 

Howard  G.  Daniel.  MD 

James  E.  Mays,  Jr  , MD 
Hal  B Vorse,  MD 

Robyn  L.  Birdwell.  MD 

William  J,  Kruse.  MD 
Gary  D.  McGann,  MD 

UROLOGY 

Mickey  E,  Crittenden,  MD 

Donald  D.  Albers.  MD 

Don  L.  Wilber,  MD 

William  F Barnes.  MD 

RHEUMATOLOGY 
William  T.  Tatum,  Jr.,  MD 

CLINICAL  PSYCHOLOGY 

Lucien  D Rose.  PhD 

DERMATOLOGY 

William  J.  Sahl.  Jr , MD 

AMBULATORY  CARE 

Leslie  A Arneson.  MD 

CARDIOVASCULAR- 
THORACIC  SURGERY 

Kent  C.  Hensley,  MD 

Edward  R.  Munnell.  MD 
R.  Nathan  Grantham.  MD 

EXECUTIVE  DIRECTOR 

Paul  J-  Kahaly.  MD 

A Wayne  Coventon 

Orthopedic  & Arthritis  Center 

McBRIDE  CLINIC,  Inc. 

1111  North  Dewey  / Oklahoma  City,  Oklahoma  / 232-0341 


DEPARTMENT  OE  ORTHOPEDICS 
*Marvin  K.  Margo,  MD,  FACS 
*James  P.  Bell,  MD,  FACS 
^Stephen  Tkach,  MD,  FACS 
^Joseph  F.  Messenbaugh  III,  MD,  FACS 
*J.  Patrick  Evans,  MD,  FACS 
*Edwin  E.  Rice,  MD,  FACS 
*Warren  G.  Low,  MD 
*Thomas  C.  Howard,  III,  MD 


DEPARTMENT  OF  ARTHRITIS 
John  A.  Blaschke,  MD 
Mary  L.  Duffy  Honick,  MD 
^Richard  J.  Hess,  MD,  FACP 
*Jon  W.  Blaschke,  MD 
*R.  Eugene  Arthur,  MD 


DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 
Robert  R.  Dugan,  MD 
James  S.  Petty,  MD 


*Specialty  Board  Diplomate 


MANAGEMENT  SERVICES 
James  A.  Hyde,  Administrator 
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Shawnee  Medical  Center  Clinic,  Inc. 

2801  N.  SARATOGA  P.O.  BOX  849  / SHAWNEE,  OKLAHOMA  74801  / Phone:  405-273-5801 


ALLERGY  INDUSTRIAL  MEDICINE 

A.  M Bell,  MCr  A.  M.  Bell,  MD 

Jake  Jones,  Jr.,  MD 
R.  K.  Mohan,  MD 

ANESTHESIOLOGY  CONSULTANTS 


Ellis  Brown,  MD* 
Michael  Daughety  MD* 


DERMATOLOGY 

Ben  C.  Frichot,  III,  MD* 


FAMILY  PRACTICE 

K.  T.  Mosley,  Jr.,  MD 


INTERNAL  MEDICINE 

Merle  L.  Davis,  MD 
Larry  D.  Fetzer,  MD 
Eldon  V.  Gibson,  MD* 
John  R.  Hayes,  MD 
D.  A.  Mace,  MD 


OBSTETRICS,  GYNECOLOGY 

Paul  B.  Edmonds,  MD* 

Richard  E.  Jones,  MD* 

Robert  S.  McCrea.  MD* 


ORTHOPEDIC  SURGERY 

T.  A.  Balan.  MD,  FAAOS* 

R.  M.  Kamath,  MD,  MS*  (Ortho) 


OTORHINOLARYNGOLOGY 

S.  Rishi,  MD* 


PEDIATRICS 

A.  M.  Bell,  MD* 

Jake  Jones,  Jr.,  MD 
R.  K.  Mohan,  MD 


RADIOLOGY  CONSULTANTS 

William  Phillips,  MD 
Robert  G.  Wilson,  MD 
Cranfill  K.  Wisdom,  MD 


UROLOGY 

N.  M.  Kotecha,  MD 


GENERAL  SURGERY 

Frank  H.  Howard,  MD 
Jerold  D.  Kethley,  MD 
Jeffrey  L Wallace.  MD 


NEONATOLOGY 

R.  K.  Mohan,  MD 


PATHOLOGY  CONSULTANT  ADMINISTRATOR 

David  L McBride.  MD  W.  J.  Birney 

* Board  Certified 


THORACIC  and  CARDIOVASCULAR  SURGERY 

A Professional  Corporation 

3400  N.W.  Expressway 
Oklahoma  City,  Oklahoma  73112 

Cardiac,  Thoracic,  Peripheral 
Vascular,  Endoscopy 

Allen  E.  Greer,  MD  William  D.  Hawley,  MD 

John  M.  Carey,  MD  James  M.  Hartsuck,  MD 

Nazih  Zuhdi,  MD  R.  Darryl  Fisher,  MD 


Certified  American  Board  of  Surgery 
Certified  American  Board  of  Thoracic  Surgery 

Telephone  405  - 946-5641 
Toll  Free  800  - 522-6525 
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GENERAL  AND  CARDIOVASCULAR  NUCLEAR  MEDICINE 

DEVAKI  GANESAN,  MD 

1211  North  Shartel,  Suite  304,  Oklahoma  City,  Oklahoma  73103 

Office:  236-8644 

Exchange:  523-1685 

Thyroid  Uptake  and  Imaging 

Brain  Flow  and  Imaging 

Salivary  Gland  Imaging 

Cisternography  and  Shunt  Patency  Studies 

Liver  Function  w/Rose  Bengal  etc. 

Renal  Flow,  Function  and  Imaging 

Liver  and  Spleen  Imaging 

Gallium  Scanning,  for  Tumor  and  Infection 

Bowel  Imaging 

Rest  and  Exer.  Nuclear  Ventriculography 

Gastric  Emptying 

Thallium  Myocardial,  rest  and  exercise 

Gastroesophageal  Reflux 

imaging 

Pulmonary  Perfusion  Imaging 

Intracardiac  Shunt  Quantification 

PLASTIC  & RECONSTRUCTIVE  SURGERY  CLINIC,  INC. 

Edward  A.  Shadid,  MD,  FACS 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 

1 1 1 7 N.  Shartel  405  232-7592  Oklahoma  City,  Oklahoma  731 03 

Board  Certified  in  Plastic  Surgery 


KAUTILYA  MEHTA,  MD 

VASCULAR  SURGEON 

2824  Parklawn  Drive,  Suite  2 Midwest  City,  Oklahoma  73110 

Phone  405  733-2231 


OKLAHOMA  HANDc=p-^>i 
SURGERY  CENTER,  INcTlNg  [ 

Carlos  A.  Garcia-Moral,  MD,  FACS 
405/232-3210 

711  Stanton  L.  Young  Boulevard,  Suite  510  Oklahoma  City,  Ok  73104 
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M.  D.  Peyton,  MD,  Inc. 

Cardiovascular  And  Thoracic  Surgery 

Certified  American  Board  of  Surgery 
Certified  American  Board  of  Thoracic  Surgery 

1044  S.W.  44  1211  N.  Shartel 

Suite  520  Suite  706 

Oklahoma  City,  OK  73109  Oklahoma  City,  OK  73102 

(405)631-8665  ANSWERING  SERVICE  (405)232-6934 

(405)  556-0126 


OKLAHOMA  PLASTIC  & RECONSTRUCTIVE  SURGEONS,  INC. 

W.  Edward  Dalton,  MD,  FACS  Paul  Silverstein,  MD,  FACS  J.  Michael  Kelly,  MD,  FACS 
Plastic,  Reconstructive  & Cosmetic  Surgery;  Surgery  of  the  Hand  & Congenital  Deformities; 
Oncologic  Surgery  of  the  Head  and  Neck,  Burn  Surgery 

3400  NW  Expressway,  Oklahoma  City,  Okla.  73112 
(405)  946-0731 

Board  Certified  in  Plastic  Surgery 
Board  Certified  in  General  Surgery 


A full  range  of 
treatment .... 

As  an  Air  Force  Physician,  you  may 
practice  your  specialty  in  modern,  well- 
equipped  facilities  with  a complete  support 
staff. 

In  addition  to  the  wide  spectrum  of  clinical 
experience  you'll  gain,  you'll  have  adminis- 
trative support  to  alleviate  most  of  the 
clerical  workload.  The  type  of  medicine  you 
will  practice  is  based  on  the  needs  of  your 
patients,  regardless  of  their  financial  status. 

For  yourself  and  your  family.  Air  Force 
medicine  will  provide  reasonable  working 
hours,  excellent  pay,  30  days  of  paid  vacation 
each  year,  and  many  other  benefits. 

Consider  the  Air  Force  Medical  Corps  — a 
reasonable  alternative  for  today's  physicians. 

For  complete  information  contact: 

M-SGT  Howard  McDermott 
Call  Collect  (405)  231-5247 
711  Stanton  L.  Young  Blvd.,  Suite  111 
Oklahoma  City,  OK  73104 

Air  Force.  A great  way  of  life. 
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It’s  the  season  to  save  at 
Oklahoma’s  Seven  State  Resorts 

Slip  away  to  one  of  Oklahoma  s seven  state  resorts  between  November  1 
and  February  28  1982,  and  you  II  save  15%  on  your  already  reasonable 
off-season  room  rate  To  take  advantage  of  this  offer,  plan  now  to  make 
your  advance  reservations  Clip  this  ad  and  present  it  upon  check-in  to 
receive  your  discount  lodging  rate 


I 


MAKE 

RESERVATIONS 
NOW  AND 


4', 


■r 


Offer  good  any  day  of  the  week 
Limit,  one  coupon  per  visit  Not 
valid  m conjunction  with  any  other 
discount,  groups  or  meetings  Of- 
fer expires  February  28  1982 
Valid  for  registered  guests  only 
and  Subject  to  availability  of  rooms 


ARROWHEAD  RESORT 
On  Lake  Eufaula  (918)339-2711 
FOUNTAINHEAD  RESORT 
On  Lake  Eufaula  (9i8<  689-2501 
LAKE  MURRAY  RESORT 
On  Lake  Murray  (405)  223-6600 
LAKE  TEXOMA  RESORT 
OnLakeTexoma  (405)564-2311 


QUARTZ  MOUNTAIN  RESORT  I 
On  Lake  Attus-Lugen  . 

(405)563-2424  I 

HOMAN  NOSE  RESOHT  | 

On  Lake  Boecher  (405)623-7281  | 
WESTERN  HILLS  | 

GUEST  RANCH  ' 

On  Fort  Gibson  Lake  | 

(918)772-2545  i 


TOLL  FREE  NUMBERS  FOR  RESERVATIONS  AND  INFORMATION 

to  Arkansas  Colorado  xar«s  Missoun  New  Me^co  »n  Oklahoma  iSOO)  S72-8565  e»ceot  Ckiarioma 
ana  Teias  te*ceei  5i2)  (800i  6S4-8240  City  521-246* 
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ALLERGY 


NORTHWEST  ALLERGY  CLINIC 

Medical  Tower  Building  Suite  501 


John  L.  Davis.  MD 
3141  N W Expressway 
Oklahoma  City,  Oklahoma  73112 
405  843-6619 


OKLAHOMA  ALLERGY  CLINIC,  INC. 


Specializing  in  the  Diagnosis  and  Treatment  of  Allergic  Disease 


George  S.  Bozalls,  MDJ 
Vernon  D.  Cushing,  MDf 
George  L.  Winn.  MDt 
Robert  S Ellis,  MDf 
Lyle  W Burroughs,  MDt° 


Charles  D.  Haunschild,  MDf 
James  H Wells.  MDf 
John  R.  Bozalls,  MDf 
James  D Lakin,  PhD,  MDf 
John  S.  Irons,  MDf 


t Consultant 

t Diplomate  American  Board  of  Allergy  and  Immunology 
■ Diplomate  American  Board  of  Internal  Mediane 
“Diplomate  American  Board  of  Pediatncs 


Office  Address: 

750  Northeast  13th  Street 
Telephone  405  271-3232 


Mail  Address: 

Post  Office  Box  26827 
Oklahoma  City,  OK  73126 


JAMES  A MURRAY,  MD.  INC, 

Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 

JAMES  A MURRAY.  MD 
Fellow  American  Academy  of  Allergy 
Fellow  Amencan  College  of  Allergists 
Diptamate  American  Board  of  Allergy  and  Immunology 

Suite  101  6465  South  Yale  Avenue 

Warren  Professional  Building  918  492-0484 

Tulsa.  Oklahoma  74177 


CARDIOVASCULAR  ASSOCIATES 
Adult  Cardiovascular  Diseases 

Cardiac  Catherization,  Aortography  and  Selective  Coronary  Arteriography 
Telephone  Electrocardiography  (24  hr  service).  Treadmill 
Effort  Tolerance,  Hypertensive  Evaluation 
•J.  J.  Donnell,  MD  947-2556  'J  L Bressle,  MD  946-0568 

•G  L Honick,  MD  943-8428  A F Elliott.  MD  943-8421 

A S.  Dahr,  MD  947-2321 

"Certified  by  the  Amencan  Board  of  Cardiovascular  Disease 
Doctors  Medical  Building 

8th  Floor  5700  N W Grand  Blvd  Oklahoma  City.  Oklahoma  731 12 


DERMATOLOGY 


HERVEY  A FOERSTER,  MD 
Practice  Limited  to  Diseases  of  the  Skin 
903  Medical  Tower 

Telephone  842-1733  3141  N W Expressway  Oklahoma  City,  Okla.  73112 

RONALD  W.  GILCHRIST,  JR  . MD 
Diseases  and  Malignancies  of  the  Skin 
632-5565  X-Ray  Therapy  4200  South  Douglas  Avenue 

Oklahoma  City,  Oklahoma  South  Community  Medical  Center 

ROBERT  L.  OLSON.  MD 
Diseases  of  the  Skin 

Suite  707  Skin  Cancers  942-8825 

3400  N W Expressway  Oklahoma  City,  Oklahoma  73112 


SKIN  & SKIN  CANCER  CENTER,  INC. 

C Jack  Young,  MD 

Radium  Therapy  Hemangiomas  X-Ray  Therapy 
CLINIC  BUILDING 
OKLAHOMA  CITY,  OKLAHOMA 


3434  N.W  56th 
946-5678 


ENDOCRINOLOGY  - METABOUSM  - DIABETES 


JOHN  WHITFIELD  DRAKE.  MD 

Diplomate  American  Board  of  Internal  Medicine  m Endocrinology 
Baptist  Medical  Center  / 949-3286 

3300  N.W.  Expressway  Oklahoma  City,  Oklahoma  73112 


EYE,  EAR.  NOSE  AND  THROAT 


AEROSPACE  MEDICINE 


CLYDE  A.  LYNN.  BA.  MPH,  MD 
Board  Certified,  Aerospace  Medicine 
Fellow,  American  College  of  Preventive  Medicine 
Flight  Surgeon.  US  Army  and  Navy 
Commercial  Pilot  and  Flight  Instructor,  Instrument  and  Multi-engine 
Referrals  for  Medical  Certification  of  Pilots  Accepted 
1317  Brookhaven  Blvd  by  Appointment  (405) 

Norman,  OK  73069  a . .....  ir  329-26: 

Senior  Aviation  Medical  Examiner 

FAA  NO.  07448-1 


John  W Huneke,  MD,  FACS.  Inc. 

Diseases  and  Surgery  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
Phone  332- 1 880  1414  Arlington  Suite  2300  Ada.  Oklahoma  74820 


JAMES  B.  MILLS.  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 

JAY  C JOHNSTON,  MD  232-5543 

Lacrimal  Surgery,  Dacryocystorhinostomy.  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 
425  NW  11th  Street  Oklahoma  City  73103 


CARDIOLOGY 


STANLEY  R McCAMPBELL,  MD 
Cardiology  and  Electrocardiography 

1211  North  Shartel  236-1295 

Oklahoma  City,  Oklahoma 


CARDIOVASCULAR 


CARDIOVASCULAR  CLINIC 


Wm.  Best  Thompson.  MD 

Ronald  H.  White,  MD 

Galen  P.  Robbins,  MD 

William  J.  Fors,  MD 

William  S.  Myers.  MD 

W.  H.  Oehlert,  MD 

Lawrence  M.  Higgs,  MD 

Charles  F.  Bethea,  MD 

CARDIOVASCULAR  DISEASES 
Cardiac  catherterization,  aortography  and  coronary  arteriography 
Coronary  and  Peripheral  angioplasty,  telephone  electrocardiography 
and  echocardiography 

Nuclear  cardiology  and  Treadmill  effort  tolerance 
CARDIOVASCULAR  BUILDING 

3300  Northwest  56th  Oklahoma  City,  Okla.  73112  Telephone  947-3341 


JAMES  L DUNAGIN,  JR  . MD 
Diseases  and  Surgery  of  the  Eye 
Diplomate  Amencan  Board  of  Ophthalmology 
Phone  1 (918)  426-1432  2 Clark  Bass  Boulevard 

Suite  202,  Doctors  Building  McAlester,  Oklahoma  74501 


NEUROPSYCHIATRY 

424-5293 

HAROLD  G.  SLEEPER,  MD.  FAPA 
Diplomate  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 
Practice  Limited  to 

Psychiatry  — Electroencephalography 

2603  Spencer  Road 
Spencer.  Oklahoma  73084 

Res  478-2589 

CARL  ROY  SMITH,  MD.  INC. 

Diplomate  of  American  Board  of  Psychiatry  and 
Neurology  in  Psychiatry 

2828  Parklawn  Drive,  Suite  3 

Midwest  City,  Oklahoma  73110  Telephone  737-4865 
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OTOLARYNGOLOGY 
HEAD  AND  NECK  SURGERY 


RAYMOND  J.  DOUGHERTY  MD 


Oklahoma  Otolaryngology  Assoaates 
RAYMOND  O SMITH,  JR.,  MD,  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
4200  West  Memorial  Road.  Suite  606 
Oklahoma  City,  Oklahoma  73120 
Phone  405  755-1930 


Diplomate  American  Board  of  Pulmonary  Disease 
Practice  Limited  to  Pulmonary  Disease 

204  Pasteur  Building  235-1701 

Oklahoma  City,  Oklahoma  73103 


ORTHOPEDICS 


DON  H O DONOGHUE,  MD 
Consulting  & Diagnostic  Clinics  by  Appointment 


1111  North  Lee 
Oklahoma  City.  OK  73103 
235-8385 


O Donoghue  Rehabilitation  Institute 
1122  N.E.  13th  Street 
Oklahoma  City.  OK  73126 
271-3682 


NORMAN  K.  IMES,  MD 
JOHN  A.  JUERS,  MD 

Diplomates:  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 

Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 

3330  N.W.  56  Street  405  949-9400 

Oklahoma  City.  Oklahoma  73112 


ORTHOPEDIC  SURGERY  AFFILIATES,  INC 


RADIOLOGY 


1044  S W 44th 

Oklahoma  City,  Oklahoma  73109 
405-631-7444 

Dale  R.  Butler,  MD,  FACS  G.  David  Casper.  MD 

J A Rosacker,  MD 


JOHN  RAYMOND  STACY,  MD,  FACS 
Diplomate  American  Board  of  Orthopedic  Surgery 
Orthopedic  and  Fracture  Surgeon 

415  N W.  12th  St.  Oklahoma  City.  Oklahoma  235-6315 


PEDIATRIC  SURGERY 


E.  Ide  Smith,  MD’  Wm  P Tunell,  MD’  James  A Carson,  MD’ 

940  N.E.  13th  Street 

Oklahoma  City,  Oklahoma  73126  405  271-5922 

’American  Board  of  Surgery  — 

Special  Competence  in  Pediatric  Surgery 


RADIOLOGY  ASSOCIATES,  INC. 


JAMES  T BOGGS.  MD 
ROBERT  SUKMAN,  MD,  FACR 
WILLIAM  R.  ALBRACHT,  MD 
ROGER  B.  COLLINS.  MD 
GEORGE  BEN  CARTER,  MD 
RICHARD  B.  PRICE,  MD,  FACR.  DABNM 
MICHAEL  A.  SARTIN,  MD 


LINDBERGH  J.  RAHHAL,  MD 
RALF  E TAUPMANN,  MD 
GARY  G.  ROBERTS,  MD 
JOHN  R.  OWEN,  MD 
HAROLD  D.  DAVIDSON,  MD 
JAY  A.  HAROLDS.  MD,  DABNM 


Diplomates  Amencan  Board  of  Radiology 

X-Ray- Diagnosis  including  Ultra  Sonography.  Xeromammography, 
Radiation  Therapy  — Nuclear  Medicine 


204  Medical  Tower  Bldg 

400  Physicians  Professional  Bldg. 

700  Doctors  Medical  Bldg 


Baptist  Medical  Center  848-7741 

Bethany  General  Hospital  943-9646 

Deaconess  General  Hospital  946-9923 


SURGERY 


PSYCHIATRY 


LARRY  PRATER,  MD 
Practice  Limited  to  Psychiatry 

Suite  704  Presbyterian  Professional  Building  271-6677  or  528-5950 

711  Stanton  L.  Young  Boulevard  Oklahoma  City,  Oklahoma  73104 

PSYCHIATRY 

Charles  E.  Smith,  MD,  FAPA,  FACP 
Robert  J.  Outlaw,  MD,  FAPA 
R.  Murali  Krishna,  MD,  MAPA 

Diptomates  of  American  Board  of  Psychiatry  and  Neurology  in  Psychiatry 
Thurman  E.  Coburn,  PhD,  Licensed  Clinical  PsychologisI 
David  Schwartz,  ACSW,  Clinical  Psychiatnc  Social  Worirer 
Suite  308  1211  North  Shartel  272-0734 

Physicians  8 Surgeons  Building  Oklahoma  City  73103 


PULMONARY  DISEASE 


STEPHEN  N ADLER,  MD 
Diplomate 

American  Board  of  Internal  Medicine 
Amencan  Board  of  Internal  Medicine  - Pulmonary  Disease 

Pulmonary  Medicine  Fiberoptic  Bronchoscopy 

Pulmonary  Function  and  Methacholine  Testing  Lung  Needle  Biopsy 

Pulmonary  Artery  (Swan-Ganz)  Catheterization  Critical  Care  Medicine 


Mercy  Doctors  Tower 
Oklahoma  City,  OK  73120 


4200  Memorial  Road 
(405)  755-4290 


ROBERT  B.  HOWARD,  MD,  FACS 
Cerlified  Amencan  Board  of  Surgery 

Practice  Limited  to  General  Surgery  and  Diseases  of  the  Thyroid  Gland 
544  Pasteur  Medical  Bldg.  Phone  235-2341  Oklahoma  City 


MICHAEL  E.  REIF,  MD 
Diplomate  American  Board  of  Surgery 
Fellow  American  College  of  Surgery 
General  and  Peripheral  Vascular  Surgery 
708  Mercy  Doctors  Tower  By  appointment  755-1750 

4200  West  Memorial  Road  Oklahoma  City,  OK  73120  After  hours  232-8861 


RECONSTRUCTIVE  AND  PLASTIC  SURGERY 


PARAMJIT  S.  BAJAJ,  MD,  FACS 
FRCS  (England),  FRCS  (Edinburgh) 

Certified  Amencan  Board  of  Plastic  Surgery 
Plastic  and  Reconstructive  Surgery 
Maxillofacial  and  Cosmetic  Surgery 
Surgery  of  the  Hand 

1211  N.  Shartel  235-6671 

Suite  600  Oklahoma  City,  Okla.  73103 


LEONARD  H.  BROWN,  MD 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 
Plastic  and  Reconstructive  Surgery 
Cosmetic  Surgery 

6913  S.  Canton  Tulsa,  Oklahoma  74136  492-3964 
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3400  N.W  Expressway 


WILLIAM  J FORREST.  MD 
Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

Oklahoma  City 


947-8760 


JOSEPH  W HAYHURST,  MD 
Plastic  and  Cosmetic  Surgery 
Hand  and  Microsurgery 

Board  Certified  American  Board  of  Plastic  Surgery 


815  N W 12th  Street 
Oklahoma  City,  Oklahoma  73106 


Office  232-1144 
Home  424-1200 


HERBERT  M KRAVITZ,  MD.  FACS 

Diplomate  American  Board  of  Plastic  Surgery 
Reconstructive.  Cosmetic  and  Hand  Surgery 


Office  946-2694 


2620  Northwest  Expressway 
Oklahoma  City,  Oklahoma 


FRED  R MARTIN,  MD 

601  St  John's  Doctors  Bldg 
1705  East  19th  Street 
Tulsa,  Oklahoma  74104 
742-4851 


JOHN  M.  CLARK.  MD 

810  Warren  Professional  Bldg 
6465  South  Yale  Ave. 
Tulsa.  Oklahoma  74136 
492-6131 


Diplomates  American  Board  of  Plastic  Surgery 


Professional  Card  listings  are  available  to  Members. 
They  are  sold  in  vertical  increments  of  one-half  inch, 
at  the  rate  of 
$35.00  per  year. 


UROLOGY 


Suite  606 
1211  N Sharlel 


A.  de  QUEVEDO.  MD,  Inc. 
Diplomate  of  the  American  Board  of  Urology 

Oklahoma  City,  Oklahoma  73103 


232-1333 


BARNEY  J LIMES,  MD 
Practice  Limited  to  Urology 

Physicians  and  Surgeons  Bldg 
1211  N.  Sharlel 
Oklahoma  City 
Phone  235-0315 


GENE  T BAUMGARNER,  MD.  FACS 
Diplomate  of  the  American  Board  of  Urology 
Mercy  Doctors  Tower 
4200  West  Memorial  Road 
Oklahoma  City.  Oklahoma  73120 


405  755-3723 


Clark  Hyde,  MD,  FACS  James  R.  Wendelken,  MD.  FACS 

Rotjert  O Raulslon,  MD,  FACS 
Diplomates  American  Board  of  Urology 
1211  North  Sharlel  2801  Parklawn 

Suite  208  Suite  300 

Oklahoma  City,  OK  73103  Midwest  City,  OK  731 10 

(405)  232-0273  (405)  737-6877 

CHARLES  L REYNOLDS.  JR.,  MD.  FACS.  FICS 
DIPLOMATE  of  the  AMERICAN  BOARD  OF  URGOLOGY 
DISEASES  of  the  KIDNEY,  BLADDER,  and  PROSTATE 
GENITOURINARY  SURGERY 
FEMALE  URINARY  TRACT  DISEASE 
PEDIATRIC  UROLOGY 
MICROSURGERY  for  INFERTILITY 
PROSTHETIC  SURGERY  for  IMPOTENCY 
RENAL  PHYSIOLOGY  LABORATORY 
URODYNAMICS  LABORATORY 

3113  Northwest  Expressway  Oklahoma  City,  Oklahoma  73112 

Ton  Free  (800)  522-8668 

Office  (405)  843-5761  If  No  Answer  (405)  523-1999  Residence  (405)  842-6420 


z 

cr 


OKLAHOMA 


OS 

PC 


j^CLINIC_^ 

Oklahoma  Spine/Pain  Clinic 

Multi-disciplinary  approach 
to  evaluation  and  treatment 
of  acute  or  chronic  musculoskeletal  pain. 


William  N.  Harsha,  MD 
Diplomate  American  Board  Orthopaedic  Surgery 

Doctors  Medical  Building 
Oklahoma  City,  Oklahoma  73112 
5700  N.W.  Grand  Blvd. 

(405)  943-9561 


UROLOGICAL  and 
GENITOURINARY  SURGERY 

CHARLES  L.  REYNOLDS,  JR.,  MD,  FACS,  FICS 
DIPLOMATE  of  the  AMERICAN  BOARD 
of  UROLOGY 

DISEASES  of  the  KIDNEY, 

BLADDER  and  PROSTATE 
GENITOURINARY  SURGERY 
FEMALE  URINARY  TRACT  DISEASE 
PEDIATRIC  UROLOGY 
MICROSURGERY  for  INFERTILITY 
PROSTHETIC  SURGERY  for  IMPOTENCY 
RENAL  PHYSIOLOGY  LABORATORY 
URODYNAMICS  LABORATORY 

3113  NORTHWEST  EXPRESSWAY 
OKLAHOMA  CITY,  OKLAHOMA  73112 

TOLL  FREE  (800)  522-8668 

OFFICE  (405>  843-5761  RESIDENCE  (405)  842-6420 
IF  NO  ANSWER  (405)  523-1999 
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Chairman,  Board  of  Trustees;  Ray  V.  McIntyre,  MD,  Vice- 
Chairman,  Board  of  Trustees;  Floyd  F.  Miller,  MD,  Immediate 
Past-President. 

CONTRIBUTIONS 

Articles  accepted  for  publication,  including  manuscripts 
of  annual  meeting  papers,  are  the  sole  property  of  The  Jour- 
nal and  must  not  have  been  published  elsewhere.  Authority 
for  approval  of  all  contributions  rests  with  the  Editorial 
Board,  and  the  Board  reserves  the  right  to  edit  any  material 
submitted.  Manuscripts  should  be  typewritten,  double 
spaced  and  submitted  in  original  and  one  copy.  Receipt  of 
manuscripts  will  be  acknowledged  and  unused  manuscripts 
returned.  Used  manuscripts  will  be  returned  on  request.  The 
Journal  of  the  Oklahoma  State  Medical  Association  is  not  respon- 
sible for  the  statments  or  opinions  of  any  contributor. 

STYLE 

Footnotes,  bibliographies,  and  legends  for  illustrations 
should  be  submitted  on  separate  sheets,  double-spaced. 
Bibliographies  should  follow  in  order  of:  name  and  author, 
title  or  article,  name  of  periodical  with  volume  number, 
page  and  date  of  publication.  These  references  should  be 
numbered  in  the  sequence  in  which  they  appear  in  the  arti- 
cle. 

ILLUSTRATIONS 

Illustrations,  other  than  the  author's  will  not  be  accepted 
for  publication  unless  accompanied  by  written  permission  to 
be  reproduced.  Illustrations  should  be  identified  by  the 
author's  name  and  the  figure  number  of  the  illustrations. 
The  illustrations  should  be  numbered  in  the  same  order  as 
referred  to  in  the  body  of  the  article.  Used  photographs,  and 
drawings  will  be  returned  after  publication  if  requested.  The 
Journal  wiU  pay  for  necessary  black  and  white  illustrations 
within  reasonable  limitations.  The  quality  of  drawings, 
sketches,  etc.,  must  be  in  keeping  with  the  quality  of  the 
magazine. 

NEWS 

Members  of  the  Oklahoma  State  Medical  Association,  the 
constituent  societies  of  the  association,  and  all  readers  in 
general  are  invited  to  supply  news  items  of  general  interest 
to  the  profession. 

ADVERTISING 

All  advertising  copy  must  be  approved  by  the  Editorial 
Board  before  acceptance  for  publication.  General  and  mis- 
cellaneous advertising  rates  will  be  sent  on  request. 

EDITING  SERVICE 

The  Editorial  Board  reserves  the  prerogative  to  submit 
contributions  to  a Medical  Editing  Service  when  warranted. 
If  such  is  felt  necessary,  the  Editor  will  contact  the  author  for 
approval,  informing  him  that  there  will  be  a modest  charge 
for  this  service. 

REPRINTS 

Authors  will  receive  reprint  order  forms  from  the  Tran- 
script Press,  P.O.  Drawer  1058,  Norman,  Oklahoma  73070, 
prior  to  final  publication  of  their  articles.  Other  requests  for 
reprints  must  be  made  to  the  Transcript  Press  within  30  days 
after  publication. 

BACK  ISSUES 

Microfilm  copies  of  back  issues  of  The  Journal  may  now  be 
purchased  from  University  Microfilms  International,  300 
North  Zeeb  Road,  Ann  Arbor,  Michigan  48106. 
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OSMAA 


1982  ANNUAL  MEETING 


May  6-8,  1982 


DATE 

Thursday,  May  6 

18:00  AM  to  4:00  PM 
8:00  AM  to  4:00  PM 
9:00  AM 
9:30  AM 
10:00  AM 
11:45  AM 

1:00  PM  to  2:30  PM 
7:00  PM 

Friday,  May  7 

7:30  AM  to  5:00  PM 
7:45  PM 

8:00  AM  to  4:00  PM 
8:30  AM  to  9:00  PM 
9:00  AM  to 
■ 12:00  Noon 

12:30  PM  to  2:30  PM 
1 5:00  PM  to  6:00  PM 

[ 7:00  PM 


.(  Saturday,  May  8 

} 8:00  AM  to  1:30  PM 

f 9:00  AM 
J 11:30  AM 
6:00  PM 
7:00  PM 


Skirvin  Plaza  Hotel 

Oklahoma  City,  Oklahoma 
SCHEDULE  OF  EVENTS 


Auxiliary  Hospitality — Balinese  Room 

Registration — Grand  Ballroom  Foyer 

Nurses  Loan  Fund — Suite  908 

Long  Range  Planning — Suite  908 

Pre-Convention  Board  Meeting — Suite  908 

Joint  Board  Luncheon — Continental  Room,  14th  Floor 

Stress  Management  Seminar  — Rebecca  Cohn,  RN,  PhD  — 

Continental  Room 

Western  Party — Henson’s 


Auxiliary  Hospitality  — Balinese  Room 
Auxiliary  Past  Presidents’  Breakfast — Crystal  Room 
Registration — Grand  Ballroom  Foyer 
Credentials  Check — Venetian  Room  Foyer,  14th  Floor 
Auxiliary  House  of  Delegates  & Installation  of  Officers 
AMA  Auxiliary  President  Isobel  Dvorsky,  Special  Guest  — Vene- 
tian Room,  14th  Floor 

Diamond  Jubilee  Auxiliary  Luncheon  — Continental  Room 
Members  at  Large  Reception  — Suite  908 
OU  Alumni  Association  Reception  and  Dinner-Dance 


Auxiliary  Hospitality  — Balinese  Room 
Post-Convention  Board  Meeting  — Suite  908 
Decorator’s  Show  House  — Transportation  Provided 
OSMA  Presidential  Cocktail  Reception  — Crystal  Room 
OSMA  Inaugural  Dinner-Dance  — Grand  Ballroom 


Other  Activities 

Tennis  and  Golf  will  be  available  which  you  will  note  from  the  detailed  program  mailed 
to  your  physician  spouse. 


Underground  Oklahoma  City  Tours  — Check  Hospitality  Desk  for  times. 

Please  get  your  pre-registration  in  early  to  help  us  make  our  plans.  You  must  pre- 
register for  the  Diamond  Jubilee  Luncheon. 
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A kit  of  public  information  materials  on 
hypertension  is  available  from  the  National 
Heart,  Lung,  and  Blood  Institute  in  connection 
with  the  observance  of  National  High  Blood 
Pressure  Month  in  May.  The  kit  is  aimed  at 
helping  physicians  muster  support  for  the  ob- 
servance from  decision-makers,  the  media, 
consumers,  and  patients.  For  more  information 
and  copies  of  the  kit,  write  High  Blood  Pres- 
sures Month  1982,  High  Blood  Pressure  Infor- 
mation Center,  120/80  National  Institutes  of 
Health,  Bethesda,  MD  20205. 

From  an  article  in  the  Daily  Oklahoman 
describing  a recently  published  book  on  the 
most  and  least  desirable  cities  in  which  to  live: 
"Fortunately  for  St  Cloud,  Minnesota,  resi- 
dents, the  city  has  the  lowest  crime  rate  be- 
cause it  has  the  second  lowest  number  of  physi- 
cians per  person.”  The  logic  here  escapes  us,  as 
it  surely  did  the  reporter,  too. 

The  University  of  Oklahoma’s  medical 
class  of  1927  will  hold  its  55th  reunion  on 
June  6 in  Oklahoma  City.  Of  the  original  class 
of  42  members,  only  nine  are  still  living,  and 
only  three  still  are  in  active  practice.  The  class 
of  1927  produced  Oklahoma’s  first  neuro- 
surgeon, Dr  Harry  Wilkins. 

A historic  educational  event  will  take 
place  this  fall  in  Toronto,  Canada,  when  the 
American  College  of  Chest  Physicians  (ACCP) 
and  the  International  Academy  of  Chest 
Physicians  and  Surgeons  present  a six-day  sci- 
entific program  incorporating  the  14th  World 
Congress  on  Diseases  of  the  Chest  and  the  48th 
Annual  Scientific  Assembly  of  the  ACCP.  This 
will  be  the  first  time  the  college  has  combined 
its  World  Congress  with  the  ACCP’s  Annual 
Assembly.  The  meeting  will  be  held  at  the 
Sheraton  Centre  Hotel  in  Toronto  on  October 
10-15.  Registration  information  and  copies  of 


xxxviii 


the  advance  program  may  be  obtained  by  writ- 
ing to  Dale  E.  Braddy,  Director  of  Education, 
American  College  of  Chest  Physicians,  911 
Busse  Highway,  Park  Ridge,  IL  60068. 

In  a joint  statement  for  parents  and  physi- 
cians, Edward  N.  Brandt,  Jr.,  MD,  HHS  assis- 
tant secretary  for  health,  advised  that  the  use 
of  aspirin  to  treat  children  with  chicken  pox  or 
flu-like  illness  has  been  linked  with  "possible 
increased  risk”  of  Reye’s  syndrome.  The  state- 
ment was  issued  following  a review  of  four  sci- 
entific studies  by  an  outside  advisory  group. 
Ralph  Nader’s  Health  Research  Group  termed 
the  warning  too  weak,  while  aspirin  manufac- 
turers disputed  the  studies  and  the  said  state- 
ment was  "totally  unjustified.” 

In  a letter  to  the  Food  and  Drug  Administra- 
tion (FDA),  the  American  Medical  Association 
(AMA)  expressed  concern  about  the  public 
promotion  of  very  low  calorie  diet  products. 
The  AMA  stated  that  the  evidence  of  potential 
hazard  from  very  low  calorie  diets  is  sufficient 
to  warrant  a suitable  label  warning  and  to  con- 
sider the  option  of  regulating  some  diet  pro- 
ducts as  "medical  foods”  or  even  new  drugs. 

The  Fifth  Annual  SIDS  Awareness  Day  will 
be  held  May  7 at  the  State  of  Oklahoma  Teach- 
ing Hospitals’  Center  for  Continuing  Educa- 
tion. The  purpose  of  the  program  is  to  provide 
up-to-date  information  concerning  the  possible 
relationship  between  Sudden  Infant  Death 
Syndrome  and  sleep  apnea,  the  impact  of 
apnea  monitoring,  and  the  purpose  and  func- 
tion of  the  National  Sudden  Infant  Death  Syn- 
drome Foundation.  It  also  will  explain  where 
and  how  Oklahomans  affected  by  SIDS  can  ob- 
tain support  and  counseling.  For  information 
on  the  program  contact  Roy  C.  Allen,  EdD,  Di- 
rector, Center  for  Continuing  Education,  State 
of  Oklahoma  Teaching  Hospitals,  (405) 
271-5663.  □ 
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Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  Infections  due  to 
susceptible  strains  of  the  following  organisms:  Escherichia  coll,  Klebslella-Entero- 
bacter,  Proteus  rrrirabllls,  Proteus  vulgaris,  Proteus  morgartil.  It  is  recommended  that 
Initial  episodes  of  uncomplicated  urinary  tract  Infections  be  treated  with  a single 
effective  antibacterial  agent  rather  than  the  combination.  Note:  The  increasing 
frequency  of  resistant  organisms  limits  the  usefulness  of  all  antibacterials,  especially  in 
these  urinary  tract  infections. 

For  acute  otitis  media  In  children  due  to  susceptible  strains  of  Haemophilus 
Influenzae  or  Streptococcus  pneumoniae  when  In  physician’s  judgment  It  offers  an 
advantage  over  other  antimicrobials.  Limited  clinical  Information  presently 
available  on  effectiveness  of  treatment  of  otitis  media  with  Bactrim  when  Infection 
Is  due  to  ampiclllln-resistant  Haemophilus  Influenzae.  To  date,  there  are  limited 
data  on  the  safety  of  repeated  use  of  Bactrim  in  children  under  two  years  of  age. 
Bactrim  Is  not  Indicated  for  prophylactic  or  prolonged  administration  in  otitis 
media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  In  adults  due  to  susceptible  strains 
of  Haemophilus  Influenzae  or  Streptococcus  pneumoniae  when  In  physician's 
judgment  It  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexnerl  and  Shigella  sonnel 
when  antibacterial  therapy  Is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinll  pneumonitis.  To  date, 
this  drug  has  been  tested  only  in  patients  9 months  to  16  years  of  age  who  were 
Immunosuppressed  by  cancer  therapy. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  patients  with 
documented  megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term; 
nursing  mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause 
kernicterus;  infants  less  than  2 months  of  age. 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A ^-hemolytic 
streptococcal  tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when 
treated  with  Bactrim  than  do  those  treated  with  penicillin.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been  reported  as  well  as  an  increased 
incidence  of  thrombopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides  Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC's  are  recommended;  therapy  should  be 
discontinued  if  a significantly  reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  General.  Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  possible  folate 
deficiency,  severe  allergy  or  bronchial  asthma.  In 
patients  with  glucose-6-phosphate  dehydrogenase 
deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and 
perform  frequent  urinalyses,  with  careful  microscopic 
examination,  and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function.  Bactrim  may  prolong 
prothrombin  time  in  those  receiving  warfarin;  reassess 
coagulation  time  when  administering  Bactrim  to  these 
patients. 

Pregnancy:  Teratogenic  Effects;  Pregnancy  Category  C. 
Because  trimethoprim  and  sulfamethoxazole  may  inter- 
fere with  folic  acid  metabolism,  use  during  pregnancy 
only  if  potential  benefits  justify  the  potential  risk  to  the 
fetus. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim.  Blood  dyscrasias:  Agranulocytosis,  aplastic 
anemia,  megaloblastic  anemia,  thrombopenia,  leuko- 
penia, hemolytic  anemia,  purpura,  hypoprothrombinemia 
and  methemoglobinemia  Allergic  reactions:  Erythema 
multiforme.  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  conjunctival  and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  stomatitis, 
nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions: 
Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness. 
Miscellaneous  reactions:  Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L E.  phenomenon.  Due  to  certain  chemical  similarities  to  some 
goitrogens.  diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter  production,  diuresis  and 
hypoglycemia  in  patients,  cross-sensitivity  with  these  agents  may  exist.  In  rats,  long- 
term therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN,  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN: 


in  shigellosis... 

faster  relief  of 
diarrhea  than  with 
ampicillin^ 


i 
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Adults:  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b i d.  for  10-14  days.  Use  identical  daily 
dosage  for  5 days  for  shigellosis. 

Children:  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min.  If  creatinine  clearance  is  between  15  and  30  ml/min, 
use  one-half  the  usual  regimen.  Bactrim  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/min. 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage:  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp,  (20  ml)  b i d.  for  14  days. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage:  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information 
for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800 
mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose®  packages  of  100;  Prescription  Paks 
of  20  and  28.  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfamethox- 
azole— bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40. 
Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole 
per  teaspoonful  (5  ml);  cherry-flavored — bottles  of  100  ml  and  16  oz  (1  pint). 

Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml);  fruit-licorice  flavored — bottles  of  16  oz  (1  pint). 
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ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


Bactrim 

succeeds 

in  recurrent  urinary  tract  infections* 


from  site  to  source 

Bactrim  continues  to  demonstrate  high  clinical  effec- 
tiveness in  recurrent  urinary  tract  infections.  Bactrim 
reaches  effective  levels  in  urine,  serum,  and  renal 
tissue' . . .the  trimethoprim  component  diffuses  into 
vaginal  secretions  in  baotericidal  oonoentrations’... 
and  in  the  fecal  flora,  Baotrim  effectively  suppresses 
Enterobacteriaceae' ^ with  little  resulting  emergence 
of  resistant  organisms. 

1.  Rubin  RH.  Swartz  MN  N EnglJ  Med  303A26-A32.  Aug  21.  1980  2.  Data  on  file, 
Medical  Department,  Hoffmann-La  Roche  Inc. 
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Please  see  previous  page  for  summary  of  product  information. 
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THE  PATIENT  THINKS 
HE  HAS  HEART  TROUBLE... 


U KNOW  ITS  REALLY 
XIETY  SYMPTOMS 

fepresenting  symptoms;  palpitations,  chest  pain, 
ronic  exhaustion  and  occasional  difficulties  in  breathing, 
[pood  reason  for  concern.  A complete  workup  uncovers  no 
organic  dysfunction,  but  it  does  reveal  excessively  high 
levels  of  anxiety  and  apprehension. 

ft  Fbr  rapid  relief  you  prescribe 
Vallum  (dlazepam/Roche) 

At  times  like  this.  Valium  (diazepam/Roche)  can  be  a 
potent  therapeutic  ally.  It  works  promptly.  Within  just  a few 
hours,  the  patient  begins  to  feel  calmer.  And  in  a few 'days, 
anxiety  relief  not  only  becomes  more  pronounced  but  a 
noticeable  reduction  in  anxiety-generated  somatic  symp- 
toms also  occurs..^s; 

Equally  important,  Valium  is  generally  well  tolerated. 
Side  reactions  more  serious  than  drowsiness,  ataxia  and 
fatigue  are  rare.  F^tients  should,  of  course,  be  cautioned 
against  driving  or  drinking  alcohol  while  on  Valium  therapy. 
Periodic  reassessment  of  the  need  for  antianxiety  medica- 
tion should  also  be  performed. 


miuMk 

diazepanyRoche 

2-mg,  5-mg,  10-mg  scored  tablets 

BECAUSE  YOU’RE  CONVINCED 
THE  PATIENT  NEEDS  IT 


Please  see  summary  of  product  information  on  the  following  page. 


VALlUM'(diazepam/Roche) 

Before  prescribing,  piease  consuit  complete  product 
information,  a summary  of  which  follows: 

Indications:  Management  of  anxiety  disorders,  or  short 
term  relief  of  symptoms  of  anxiety.  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal:  ad- 
junctively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis,  stiff-man  syndrome;  con- 
vulsive disorders  (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam.'Roche)  in  long- 
term use.  that  is.  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma,  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy. 
Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  ad|unctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
seventy  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  seventy  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants. Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discon(inuation.  usually  limited  to  extended  use 
and  excessive  doSes  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  dis- 
continuation of  benzodiazepines  after  continuous 
use,  generally  at  higher  therapeutic  levels,  for  at  least 
several  months  After  extended  therapy,  gradually  taper 
dosage.  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quiiizers  during  first  trimester  shouid  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy:  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed:  drugs  such  as  phenothiazines,  nar- 
cotics. barbiturates.  MAO  inhibitors  and  other  antide- 
pressants may  potentiate  its  action.  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation. 

The  clearance  of  Valium  and  certain  other  benzodiaz- 
epines can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration.  The  clinical  significance 
of  this  is  unclear 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  laundice.  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited 
stales,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity. insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported,  should  these  occur,  discontinue 
drug  Isolated  reports  of  neutropenia,  laundice:  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy. 

Dosage;  Individualize  for  maximum  beneficial  effect. 
Adults:  Anxiety  disorders,  symptoms  of  anxiety,  2 to  10 
mg  b i d.  to  q.i.d  ; alcoholism,  10  mg  t i d.  or  q i d.  in 
first  24  hours,  then  5 mg  t i d or  q i d.  as  needed, 
adjunctively  in  skeletal  muscle  spasm.  2 to  10  mg  l.i  d. 
or  q i.d  . adjunctively  in  convulsive  disorders.  2 to  10  mg 
b i d.  to  q i d.  Geriatric  or  debilitated  patients:  2 to  2'/z 
mg.  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated  (See  Precautions  ) Children  1 to  2Vt2  mg  t i d. 
or  q I d initially,  increasing  as  needed  and  tolerated  (not 
for  use  under  6 months). 

How  Supplied:  For  oral  administration,  Valium  scored 
tablets — 2 mg,  white;  5 mg.  yellow;  10  mg,  blue — 
bottles  of  100*  and  500;*  Prescription  Paks  of  50. 
available  in  trays  of  10  • Tel-E-Dose*  packages  of  100, 
available  in  trays  of  4 reverse-numbered  boxes  of  25, t 
and  in  boxes  containing  10  strips  of  10 1 

♦Supplied  by  Roche  Products  Inc  . Manati.  Puerto 
Rico  00701 

^Supplied  by  Roche  Laboratories.  Division  of 
Hoffmann-La  Roche  Inc..  Nutley,  New  Jersey  07110 


ROCHE  PRODUCTS  INC, 
Manati,  Puerto  Rico  00701 


The  NME 
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benefits 

package: 


*Over  60  well  equipped  acute 
care  hospitals. 

*Selected  financial  assistance. 

*Management  consulting. 

*An  array  of  professional 
service  skills  and  talents  to 
assist  you. 

* Locations  from  coast 
to  coast. 


If  you’re  a Primary  Care  Physician,  call 
for  yours  today. 


For  further  Information,  contact: 

Raymond  C.  Pruitt,  Director  Physician  Relations 

National  Medical  Enterprises 

11620  wiishire  Bivd.,  Los  Angeles,  California  90025. 

Call  Toll-Free  800-421-7470 
or  collect  (213)  479-5526. 


nHTionRii  meoicBb  t limn 
enieRPRises,  me. 

"The  Total  Health  care  Company." 

An  Equal  ODPortunity  Employer  M/F 


On  Balance... 

U-VERI 

Each  Tablet  Contains: 

Pentylenetetrazol 25.0  m 

Pheniramine  maleate 12,5  m 

Nicotinic  acid 50.0  m 


Clinically  proven  actions 

• Antihistaminic 

• Cerebral  stimulant 

• Vasodilator 


Few  side  effects 

• Vasodilation  occasionally  causes 
facial  flushing  which  can  be  mini- 
mized by  recommending  that 
Ru-Vert"^  be  taken  following  meals  o 
with  food. 


Dosage 


• One  or  two  tablets  three  times  a da' 


Please  see  next  page  for  a summary  of  prescribing  information 
MANUFACTURED  & DISTRIBUTED  BY 


BOOTS  PHARMACEUTICALS,  INC. 

Shreveport,  Louisiana  71106 

Pioneers  in  medicine  for  the  family 


In  Vertigo 


In  Vertigo 

On  Balance... 

RU-VERT 

See  following  prescribing  information. 

DESCRIPTION;  Each  tablet  contains  the  following  active  Ingredients: 

ftntylenetetrazol 25.0  mg 

Pheniramine  maleate 1 2.5  mg 

Nicotinic  acid 50.0  mg 

INDICATIONS;  Ru-Vert  is  indicated  as  an  adjunct  therapy  in  the  symptomatic  treat- 
ment of  acute  or  chronic  vertigo. 

CONTRAINDICATIONS:  Convulsive  disorders  or  known  history  of  sensitivity  to  any 
of  the  listed  active  ingredients.  Because  of  the  vasodilating  action  of  nicotinic  acid. 
Ru-Vert  should  not  be  used  in  patients  with  hypotension. 

WARNINGS;  The  safety  of  this  preparation  during  pregnancy  and  lactation  has  not 
been  established.  Use  of  this  drug  requires  that  the  physician  evaluate  the  potential 
benefits  of  the  drug  against  any  possible  hazard  to  the  mother  and  child. 
PRECAUTIONS:  Although  there  are  no  absolute  contraindications  to  pentylene- 
tetrazol. it  should  be  used  with  caution  in  epileptic  patients  or  those  known  to  have  a 
low  convulsive  threshold  or  a focal  brain  lesion.  Caution  should  be  exercised  when 
treating  patients  with  high  doses  of  Ru-Vert  who  have  heart  disease.  While  pentylene- 
tetrazol does  not  act  directly  on  the  myocardium,  the  results  from  central  vagal 
stimulation  could  cause  bradycardia. 

Pheniramine  maleate.  like  other  antihistamines,  may  produce  sedative  side  effects 
in  certain  patients. 

Transient  vasodilatation  due  to  rapid  absorption  of  nicotinic  acid  may  produce 
facial  flushing  and  a sensation  of  warmth.  These  effects  may  be  ameliorated  by 
recommending  that  Ru-Vert  be  taken  following  meals  or  with  food. 

ADVERSE  REACTIONS:  Pentylenetetrazol  In  nigh  doses  may  produce  toxic  symptoms 
typical  of  central  nervous  system  stimulants,  which  act  on  the  higher  motor  centers 
and  the  spinal  cord.  Convulsions  resulting  from  this  drug  are  spontaneous  and  are 
not  induced  by  external  stimuli.  They  usually  last  for  several  minutes  and  are  followed 
by  profound  depression  and  respiratory  paralysis.  Death  has  been  reported  from  the 
ingestion  of  1 0 grams  of  pentylenetetrazol. 

DRUG  ABUSE:  Drug  dependence  has  not  been  reported  with  Ru-Vert. 

OVERDOSAGE:  Signs  and  symptoms  of  acute  overdose  may  be  due  primarily  from 
overstimulation  of  the  central  nervous  system  and  from  excessive  vasodilatation 
with  resulting  autonomic  nervous  system  imbalance.  The  symptoms  may  include  the 
following:  vomiting,  agitation,  tremors,  hyperreflexia.  sweating,  confusion,  hallucina- 
tions. headache,  hyperpyrexia,  tachycardia.  Treatment  consists  of  appropriate  sup- 
portive measures.  It  signs  and  symptoms  are  not  too  severe  and  the  patient  Is 
conscious,  gastric  evacuation  may  be  accomplished  by  induction  of  emesis  or 
gastric  lavage. 

Intensive  care  must  be  provided  to  maintain  adequate  circulation  and  respiratory 
exchange 

DOSAGE  AND  ADMINISTRATION:  The  recommended  dosage  of  Ru-Vert  for  vertigo 
or  motion  sickness  is  1 or  2 tablets  three  times  a day  with  meals  or  light  snacks. 

This  dmg  is  not  for  use  in  children  under  1 2 years  of  age. 

HOW  SUPPLIED:  ' 

Bottles  of  1 00  tablets  NDC  0524-0060-01 

Bottles  of  300  tablets  NDC  0524-0060-03 

Federal  law  prohibits  dispensing  without  prescription. 

MANUFACTURED  & DISTRIBUTED  BY 


BOOTS  PHARMACEUTICALS,  INC. 
Shreveport.  Louisiana  71106 
Pioneers  in  medicine  for  the  family 
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TWO  TYPES  OF  INSURANCE  PROMISES: 


1.  A claims-made  policy  will  protect  your  practice 
for  only  one  year. 

2.  PLICO’s  occurrence  policy  will  outlast  your 
professional  career! 


Beware  of  the  so  called  claims-made  professional  liability 
policy.  By  its  nature,  the  coverage  is  promised  for  only 
one  year.  An  occurrence  policy  — like  PLICO’s  — has 
lasting  value  you  can  count  on. 

For  example,  a claims-made  company  will  defend  you 
and  pay  claims  only  if  they  are  reported  while  the  policy  is 
in  force  — a year-to-year  form  of  insurance  insecurity. 
And  what  if  you  quit  the  company  or  it  quits  you?  Then 
you  have  to  breathe  new  life  into  the  insuring  agreement 
by  paying  one,  two  or  three  times  the  annual  premium 
just  to  have  the  privilege  of  reporting  claims  which  may 
come  to  light  only  after  the  policy  has  expired.  Another 
bad  feature  of  “claims-made”  insurance  is  that  some 
physicians  may  be  beguiled  into  buying  it  through  a 
deceptively-priced  “introductory”  premium,  only  to  dis- 
cover that  they  are  automatically  programmed  for  rate 
increases  over  the  next  four  years. 

By  contrast,  the  occurrence  policy  of  PLICO  is  on  your 
case  for  all  professional  services  you  perform  during  the 
policy  period  — regardless  of  when  the  claims  are  known 
and  reported!  There  are  no  “automatic”  rate  increases  at 
PLICO.  True  Oklahoma  loss  experience  always  governs 
its  cost. 

So,  doctor,  you  can  buy  professional  liability  insurance  by 
the  year  or  by  the  career.  The  career-oriented  PLICO 
policy  is  obviously  superior.  And  you  have  a promise  from 
us  that  the  real  cost  of  your  insurance  will  be  revealed 
up-front  — no  extra-buck  surprises  for  you  later  on. 


720  N.W.  50th  Street  • Box  18171  • Oklahoma  City  73154 


Insurance  Company 
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Comprehensive  financial  planning  most  usually  includes  leasing  (instead  of  buying)  your  automobile,  laboratory,  clinic  & 
office  equipment  as  well  as  a professionally  organized  Cash  flow,  Risk  management.  Tax  reduction.  Estate  & Investment 
planning  program. 

Many  years  experience  funding  leases  for  Doctors  reflects  repayment  liabilities  limited  to  minimum  exposure,  therefore 
eliminating  the  need  for  normal  reserve  accounts  for  losses  and  high  lease  fees;  in  fact,  lease  funding  through  American 
Medi-Lease  requires  No  Down-Payment  and  monthly  repayment  is  approximately  30  percent  less  than  time-credit  install- 
ments, offering  Both  the  lowest  investment  cost  and  lowest  monthly  expense.  We  will  assist  you  in  authoritatively  con- 
structing the  best  possible  lease  for  you  individually,  keeping  consistent  with  a residual  that  would  provide  for  "turn-over" 
every  two  or  three  years  if  desirable. 


American  "Medi-Lease"  Automobile  Plan  - 

LEASE:  Lease  to  you  individually  or  to  your  corporation,  not  requiring  any  (up  front)  monies  or  security  deposits. 

TAXES:  All  taxes  and  registration  charges  may  be  included  In  the  monthly  rental,  thereby  eliminating  any  out-of-pocket 

costs. 

TERMS:  24,  36.  48,  and  60  months  terms  on  applicable  imports  and  domestics.  (Example;  Mercedes,  Porsche,  Datsun 

280  2X,  Audi,  Rolls  Royce,  Volvo,  Large  domestics,  4-wheel  drive  vehicles.  Vans,  and  Motor  Homes.) 

ACCOUNTING:  All  lease  payments  due  on  either  the  1st.  or  15th.  of  the  month  eliminating  calendar  referral  for  disburse- 

ment of  funds,  and  documentation  furnished  for  passing  the  Investment  Tax  Credit  to  the  Leasee. 

INSURANCE:  Any  corporate  or  individual  family  policy  is  acceptable  and  we  will  provide  current  recommended  companies 
for  possible  cost  savings. 

SERVICE:  Situations  pertaining  to  service  adjustments  not  covered  by  written  terms  of  warranties  may  be  handled  in  part 

by  making  a request  to  American  "Medi-Lease"  as  we  assure  leasees  have  the  most  convenient  and  best  service  affordable. 

TURN-OVER:  All  lease  terms  are  authoritatively  constructed  to  provide  for  "turn  over"  to  another  new  vehicle  approxi- 

mately every  two  years  without  additional  investment. 

MANAGEMENT  SERVICE:  Available  authorized  tax  information  and  financial  planning  through  American  Medi-Group 

Management. 


EXAMPLE  LEASE  RATES 


Based  on  current  1982  prices  and  availability.  Most  are  luxury  equipped  to  include  AM-PM  stereo  radios,  air  conditioning  and 
power  assets. 


Volkswagen,  Rabbit 

Honda  Accord  4 dr. 

Toyota,  Celica  GT  Coe. 

Cutlass/Regal 

Riviera 

BMW  320i 


196.00  per  month 
227.44  per  month 
21  7.14  per  month 

247.00  per  month 

377.00  per  month 

341.00  per  month 


Datsun  280  Z X 
Audi,  5000s 
Porsche,  924 
Mercedes,  240  Diesel 
Cadillac  Eldorado 
Mercedes,  380  SL 


320.10  per  month 

398.00  per  month 

485.00  per  month 
424.61  per  month 
458.29  per  month 
897.72  per  month 


Rates  for  all  makes  and  models  on  request. 

We  lease  any  make  Car,  or  Recreational  Vehicle,  both  import  and  domestic,  hassle  free,  you  tell  us  what  you  want  (make, 
model,  color  and  equipment)  and  we'll  find  and  deliver  it  to  you,  at  your  office  or  ours,  or  to  your  residence  at  your  request. 


American 

6600  N.  Meridian,  Oklahoma  City,  Oklahoma  73116 
(405)  848-9807 

Oklahoma  Toll  Free  1-800-522-9262 


t 


Regional  Office 
6950  N.  Central  Expressway 
Dallas,  Texas  75206 
(214)  750  - 5700 
Texas  Toll  Free  1-800-442-6005 


National  Infromation  & Customer  Service-  Toll  Free  1-800-527-7575 
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MIAMI  . SHREVEPORT  . PHOENIX  . LOS  ANGELES  . DENVER  • BROWNSVILLE  • SAN  DIEGO 


$300,000  of  Protection 

Includes: 

1.  Life  Insurance 

2.  Accidental  Death 

3.  Accidental  Death  by  Common  Carrier 

4.  Coverage  for  loss  of  a limb 

5.  Waiver  of  premium  included 

6.  Economical  rate;  varies  by  age 

Specially  designed  for  OSMA  Members! 

Call  today  about  a plan  for  you! 

Where:  405  236-4681 
Who:  Thomas  A.  Hamilton 

Administrator 

J.  Hawley  Wilson,  Jr. 


OSMA  Group  Life  Insurance  Trust 
500  City  Center  Building 
Oklahoma  City,  Oklahoma  73102 


The  Wilson  Agency 

500  City  Center 
Oklahoma  City,  Oklahoma 

Massachusetts  Mutual  Life  Insurance  Co. 

Springfield,  Massachusetts 
Organized  1851 
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OPTIONS 

We  physicians  do  a lot  of  things  very  well. 
We  recognize  and  effectively  treat  many  seri- 
ous infections.  We  repair  the  breaks  and  tears 
and  cuts  of  trauma.  We  open  obstructed 
passageways  and  close  others  that  shouldn’t  be 
open.  We  lower  and  raise  blood  pressure  when 
it  is  too  high  or  too  low.  We  strengthen  weak 
hearts  and  calm  overactive  ones.  We  replace 
some  substances  the  body  quits  producing  and 
eliminate  other  substances  the  body  over- 
produces. We  identify  the  sources  and  causes  of 
many  diseases  and  eradicate  some  of  them.  We 
comfort  and  console  our  patients  and  their 
families.  Many,  many  other  things  we  do  very 
well. 

There  are,  however,  some  things  we  don’t  do 
well.  In  number,  there  are  progressively  fewer 
things  we  do  poorly,  thanks  to  expanding  tech- 
nologies and  diligent  research.  But  perhaps  be- 
cause of  these  advances  and  their  concomitant 
demands  for  our  time  and  attention,  we  are 
neglecting  some  of  our  responsibilities  to  our 
patients;  responsibilities  we  formerly  dis- 
charged thoroughly  and  satisfactorily. 

Leading  the  list  of  neglected  responsibilities 
is  that  of  allowing  our  patients  to  participate  in 
making  decisions  about  the  treatment  of  their 
illnesses.  We  tend  to  deprive  them  of  options 
and  alternatives  by  omission  — failing  to  de- 
scribe them  — and  by  commission  — concen- 
trating almost  exclusively  on  our  individual 
preferences. 


A current  case  in  point;  the  lump  in  the 
female  breast.  Part  of  the  reason  it  strikes  such 
terror  in  the  patient,  and  surely  often  delays 
her  initial  examination,  is  that  she  is  certain 
she  will  be  admitted  to  a hospital,  be  put  to 
sleep,  undergo  a biopsy  and  wake  up  with  a 
disfigured  breast  or  worse;  without  either 
breast  or  even  any  breast  muscles;  bare  ribs 
covered  with  scars  and  grotesquely  deformed 
armpits.  Of  course,  the  procedure  is  rarely  if 
ever  this  abrupt  or  brutal.  But  unless  the  pa- 
tient is  meticulously  prepared  and  thoroughly 
informed  of  the  treatment  options  available  to 
her  in  every  step  of  the  process,  it  will  seem 
abrupt  and  brutal.  To  her  loved  ones,  it  will 
appear  to  be  designed  mayhem.  And  the 
surgeon,  even  though  a cure  may  have  been 
effected  by  a radical  mastectomy,  may  be 
forever  after  referred  to  as  a butcher. 

Of  course  it  takes  a lot  of  time,  measured  in 
hours,  to  discharge  this  responsibility  to  each 
patient  whose  treatment  includes  some  op- 
tions. And  it  takes  even  more  time  for  us  to 
keep  up  with  the  knowledge  of  those  ever- 
expanding  options.  But  we  must  spend  what- 
ever time  it  takes  to  inform  our  patients  about 
their  illnesses  and  all  of  the  treatment  alterna- 
tives available  to  them. 

A good  place  to  begin  is  with  the  lump  in  the 
female  breast.  Massachusetts  already  has  a 
law  requiring  that  treatment  options  be  made 
known  to  such  patients. 

We  just  ran  out  of  options.  MRJ 
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It  is  a great  and  signal 
honor  for  me  to  have  been 
elected  your  president  for 
the  coming  year.  To  as- 
sume such  a task  engen- 
ders a marked  sense  of 
humility  and  dedication; 
it  is  my  hope  that  my 
term  of  office  will  result 
in  the  continued  growth 
and  increased  stature  of  the  Oklahoma  State 
Medical  Association  so  well  exemplified  by  the 
terms  of  my  predecessors. 

The  traditional  goals  of  our  association  of 
fostering  the  continued  education  of  its  mem- 
bers, ensuring  quality  care,  and  providing  ser- 
vices for  its  members  has,  of  necessity,  been 
expanded  during  the  last  number  of  years  to 
include  its  entrance  into  the  arena  of  combat- 
ing the  many  activities  of  government  in  the 
medical  care  field  and  attempting  to  channel 
them  into  meaningful  processes.  We  have  not 
won,  but  neither  have  we  lost,  this  effort.  Our 
close  monitoring  and  skillful  influencing  of 
both  state  and  federal  legislative  activities 
have  consumed  much  time  and  effort,  and  must 
be  an  ongoing  activity.  Our  close  association 
with  the  American  Medical  Association  has 
been  mutually  effective  and  productive  to  ease 
some  of  the  onerous  effects  of  these  legislative 
actions. 

It  was  my  privilege,  in  February  of  this  year, 
to  attend  the  American  Medical  Association’s 
Leadership  Conference  held  in  Chicago.  Its 
theme  was  "The  New  Beginning,”  as  a mark  of 
having  completed  ten  years  of  leadership  con- 
ferences, and  indicating  that  medical  leader- 
shp  is  taking  a new  role  in  governmental  af- 
fairs. I perceive  a definite  change  of  attitude  in 
the  American  Medical  Association  leadership, 
foregoing  the  old  posture  of  "I’m  agin  it,”  to  one 
of  positive,  innovative,  researched  plans  for 
improving  health  care  while  also  addressing 
the  immediate  and  pressing  necessity  of  chang- 
ing the  effect  of  these  activities  upon  the  na- 
tional economy.  National  political  leaders,  as 


well  as  business  leaders,  are  seeking  input 
from  organized  medicine  in  the  effort  to  solve 
these  mountainous  problems.  Most  of  the 
non-medical  speakers  at  the  conference  refer- 
red to  this  need  of  help  from  organized 
medicine  in  pleas  for  workable  methods  and 
ideas  from  us. 

Opportunity  is  unlimited  in  the  Oklahoma 
State  Medical  Association  for  all  its  members 
to  play  a significant  role  in  improving  all  our 
functions.  All  members  are  urged  to  become 
active  participants  in  the  activities  of  our  as- 
sociation. There  are  many  active  councils  and 
committees  which  will  welcome  your  presence 
and  help  in  continuing  to  build  and  improve 
our  society.  Please  allow  me  to  urge  you  to  con- 
tact me  personally,  or  the  executive  office,  in 
regard  to  your  participation;  you  will  surely 
find  it  to  be  a rewarding  experience.  My  years 
of  participation  in  the  activities  of  our  associa- 
tion have  been  most  satisfying,  and  have  given 
me  sense  of  the  quality  and  dedication  of  our 
past  leaders.  Although  basically  a conservative 
organization,  our  society  has  met  its  chal- 
lenges with  imagination  and  vigor,  and  with 
sound,  innovative  ideas  which  have  produced 
excellent  solutions  to  many  serious  problems. 
Our  staff  is  highly  efficient  and  effective,  and 
serves  us  in  many  capacities  of  which  we  are 
not  aware. 

These  remarks  are  meant  to  serve  as  a 
springboard  for  me  to  say  that  I am  proud  of 
the  Oklahoma  State  Medical  Association;  that 
it  is  an  efficient,  up-and-coming,  ongoing  or- 
ganization, with  unlimited  potential  to  im- 
prove medical  practice  and  protect  its  members 
from  unwarranted  encroachments;  that  it 
needs  more  participation  from  its  membership; 
and  that  your  new  president  will  do  everything 
in  his  power  to  prosecute  his  office  to  the  bet- 
terment of  our  association. 
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X- Linked  Mental  Retardation: 
A New  Genetic  Entity 


mental  retardation.^  Therefore,  early  diagnosis 
of  this  condition  is  essential  if  proper  genetic 
counseling  is  to  be  extended  to  the  affected 
families. 


NANCY  J.  CARPENTER,  PhD 
LUIS  REINOSO,  MD 
BURHAN  SAY,  MD 

A new  X-linked  form  of  mental  retardation 
distinguished  by  macro-orchidism  and  an  X 
chromosome  abnormality  may  be  one  of  the 
most  common  forms  of  retardation  second 
only  to  Down  syndrome. 

INTRODUCTION 

The  over-representation  of  males  in  men- 
tally retarded  populations  was  first  noted  40 
years  ago.*  This  excess,  however,  has  only  re- 
cently been  attributed  to  X-linked  recessive 
forms  of  mental  retardation  (MR).^-  ^ One  such 
entity,  termed  "fragile  X-linked  mental  retar- 
dation,” is  associated  with  certain  facial 
characteristics,  macro-orchidism,  and  an  X 
chromosome  abnormality.  This  disorder  is  ap- 
parently quite  prevalent,  affecting  approxi- 
mately one-third  of  the  families  with  X-linked 

From  the  Department  of  Clinical  Genetics,  Children’s  Medical  Center, 
Tulsa,  Oklahoma. 


CLINICAL  AND  CYTOGENETIC  STUDIES 

We  have  identified  six  families  with  fragile 
X-linked  mental  retardation  in  a survey  of  80 
retarded  males  conducted  at  Hissom  Memorial 
Center,  Sand  Springs,  and  at  the  Child  Study 
Clinic,  Children’s  Medical  Center,  Tulsa,  and 
from  patients  referred  to  us  from  other  mid- 
west states.  These  families  include  11  affected 
males  and  11  carrier  females  (five  of  whom  are 
retarded).  Four  of  the  families  have  more  than 
one  male  affected  and  exhibit  a typical 
X-linked  mode  of  inheritance.  (Figure  1)  One 
family  has  one  affected  male  and  five  retarded 
females  and  one  family  has  no  history  of  men- 
tal retardation.  Five  of  the  families  are  white, 
one  is  black. 

The  affected  males  have  many  of  the  facial 
features  which  have  been  noted  by  others.®’  ® 
Our  clinical  findings  are  described  in  detail 
elsewhere.^  They  include  prominent  foreheads 
and  supraorbital  ridges,  large  ears,  mild  prog- 
nathism and  normal  head  circumferences. 
(Figures  2a  and  b)  Testicular  volumes  are  usu- 
ally enlarged  in  the  postpubertal  males.  In  our 
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Fig  1.  Pedigree  of  one  affected  family  showing  a 
typical  X-linked  recessive  pattern  of  inheritance. 

study,  the  mean  volumes  for  four  such  males 
were  61±25.0  ml  and  64.8±11.5  ml  for  the  right 
and  left  testes,  respectively,  compared  with  a 
normal  mean  volume  of  18.6±4.0  ml.  Testicu- 
lar enlargement,  however,  is  usually  not 
marked  before  puberty. 

With  regard  to  the  level  of  intelligence,  most 


of  the  affected  males  are  moderately  retarded 
but  IQs  may  range  from  profound  to  mild  levels 
of  retardation.  In  our  study,  the  males’  IQs  var- 
ied from  23  to  70  on  the  Stanford-Binet  test. 
Verbal  evaluations  have  shown  mild  articula- 
tion disabilities  and  marked  perseveration  in 
most  males. 

Routine  chromosomal  analyses  of  these 
males  give  normal  results.  However,  when 
their  lymphocytes  are  cultured  in  a special 
(folic-acid  deficient)  medium,  an  abnormality 
termed  a "fragile  site”  appears  as  a constric- 
tion or  break  on  the  distal  end  of  the  long  arm 
of  the  X chromosome  (fra  Xq28).  (Figure  3) 
This  abnormality  is  very  clearly  a reliable 
diagnostic  marker  for  this  form  of  MR,  al- 
though its  exact  nature  and  its  relationship  to 
the  clinical  features  are  not  known. 

Some  of  the  carrier  females  in  these  families 
have  mild  mental  retardation  but  otherwise 
normal  appearances.  A recent  survey  has  sug- 
gested that  perhaps  10%  of  all  mild  MR  in  girls 
could  be  attributed  to  the  carrier  state  of 
X-linked  MR.® 


Figures  2a  and  2b:  Two  affected  males.  Note  the  prominent  foreheads,  supraorbital  ridges,  noses,  and 
chins. 

Reproduced  from  the  American  Journal  of  Diseases  of  Children,  May,  1982,  Vol.  136,  with  permission  of 
the  publishers.  (Copyright  1982,  AMA.) 
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Fig  3.  A partial  metaphase  showing  the  fragile 
site  (arrow)  on  the  X chromosome. 
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Since  the  first  description  of  this  X chromo- 
some abnormality^  and  the  recognition  of  its 
association  with  a specific  form  of  MR  and 
macro-orchidism,'®  there  have  been  a number 
of  reports  attempting  to  further  delineate  the 
entity.  For  the  most  part,  the  clinical  findings 
remain  rather  non-specific  and,  therefore,  it  is 
probably  not  advisable  at  the  present  time  to 
select  patients  for  chromosomal  studies  on  the 
basis  of  the  clinical  findings. 

The  incidence  of  this  disorder  in  the  general 
population  is  not  known  but  it  is  estimated  to 
be  0.92  per  1000  males"  making  it  the  second 
most  common  cause  of  MR  next  to  Down 
syndrome.'^  Because  of  its  inherited  nature, 
the  implications  to  families  and  early  diag- 
noses are  extremely  important.  The  recurrence 
risk  in  male  offspring  is  50%  and  50%  of  the 
female  offspring  will  be  carriers  and  may  or 
may  not  be  mildly  retarded.  The  recent  de- 
velopment of  methods  for  reliable  detection  of 
the  fragile  site  in  skin  fibroblasts  and  amniotic 
fluid  cells  has  made  it  possible  to  screen  for 
carrier  status  and  prenatal  diagnosis. 

CONCLUSION 

We  recommend  that  all  mentally  retarded 
males  and  mildly  retarded  females  without 
somatic  defects,  specifically  microcephaly,  be 
studied  cytogenetically  for  the  expression  of 
the  fragile  X chromosome.  The  recognition  of 
this  form  of  mental  retardation  is  the  first  step 
to  appropriate  evaluation  and  genetic  counsel- 
ing of  the  affected  families. 
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Leukocyte  Survival  in 
Hemodialysis  Patients 
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The  association  of  in  vitro  leukocytic  defects 
with  chronic  renal  disease  is  a well  recognized 
phenomenon.  In  an  in  vitro  system  leukocytes 
from  patients  receiving  hemodialysis  have  a 
significantly  shorter  survival  than  leukocytes 
from  healthy  controls.  These  data  may  in  part 
explain  the  reported  functional  defects 
observed  in  leukocytes  from  patients  with 
chronic  renal  disease. 

INTRODUCTION 

Chronic  renal  disease  is  associated  with  an 
increased  incidence  of  infection ’ Reasons 
cited  for  increased  infection  rates  include:  im- 
paired delayed  hypersensitivity,  defective 
chemotaxis,  defective  random  mobility, 
phagocytic  defects  and  leukopenia  following 
exposure  to  cellulosic  or  anisotropic  poly- 
sulfone  XM-50  membranes  during 
hemodialysis.’- *'  Evaluation  of  all  of 

From  the  Department  of  Medicine.  Infectious  Disease  Section  and  Ne- 
phrology Section.  VA  Medical  Center  and  The  University  of  Oklahoma  Health 
Sciences  Center.  Oklahoma  City.  OK. 
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these  phenomena  is  dependent  on  leukocyte 
viability.  Because  in  vitro  leukocyte  viability 
studies  have  not  been  reported  in  chronically 
azotemic  patients  on  hemodialysis,  this  study 
was  designed  to  examine  the  duration  of  in 
vitro  survival  of  leukocytes  obtained  from  a 
group  of  hemodialysis  patients. 

METHODS 

TEST  SUBJECTS.  Forty- two  healthy  sub- 
jects from  The  University  of  Oklahoma  Health 
Sciences  Center  medical  and  paramedical  staff 
served  as  controls.  Twelve  were  females  and 
thirty  were  males;  the  average  age  was  33 
years.  The  study  group  consisted  of  32  patients 
undergoing  maintenance  hemodialysis  treat- 
ment. Eight  were  females  and  24  were  males; 
the  average  age  was  39  years.  The  patients  had 
received  hemodialysis  from  one  to  67  months. 
Fourteen  had  been  treated  for  one  year  or  less 
and  18  for  more  than  one  year.  The  underlying 
diseases  included:  interstitial  nephritis,  seven; 
proliferative  glomerulonephritis,  seven; 
polycystic  disease,  five;  glomerulosclerosis, 
four;  malignant  nephrosclerosis,  four;  chronic 
glomerulonephritis,  three;  and  one  each  of  ar- 
teriolar nephrosclerosis  and  lupus  nephritis. 

LEUKOCYTE  SEPARATION.  A 10  ml 
sample  of  blood  was  drawn  aseptically  by  veni- 
puncture using  a 22  gauge  needle  affixed  to  a 
20  ml  syringe  containing  100  units  of  heparin 
(Upjohn  beef  lung).  The  modified  method  of 
Braunsteiner  et  al,  as  reported  by  us 
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previously,®  was  used  for  the  isolation  of 
leukocytes  from  the  blood  sample.  Four  ml  of 
3.5%  solution  of  polyvinylpyrrolidone  (type 
NP-K30)  in  0.9%  Na  Cl  was  added  im- 
mediately to  the  10  ml  of  heparinized  blood  in 
the  20  ml  syringe. 

The  sampling  needle  was  replaced  with  a 
bent  sterile  needle.  The  syringe  was  rotated 
and  inverted  in  a 500  ml  beaker  with  the  nee- 
dle pointed  upward.  After  one  hour  at  4°  C the 
needle  was  bent  at  a 45°  angle  and  the  super- 
natant fluid  was  expelled  from  the  inverted 
syringe  upwards  into  a siliconized  glass  tube 
(13  X 100  mm).  The  supernatant  fluid  contains 
a plasma  suspension  of  leukocytes  with  little 
red  blood  cell  contamination. 

The  leukocyte  suspension  was  incubated  at 
37°  C for  six  hours  on  a Cole-Parmer  rotator 
(11  revolutions  per  minute).  The  number  of  vi- 
able leukocytes  in  the  suspension  was  counted 
at  the  beginning  and  hourly  for  six  hours  in  a 
standard  hemocytometer  using  the  Trypan 
blue  exclusion  test.®  A 0.5  ml  portion  of  the 
leukocyte  suspension  was  then  mixed  with 
Hanks  basic  salt  solution  and  incubated  for 
three  minutes.  An  aliquot  was  then  removed 
from  the  leukocyte-Trypan  blue  suspension 
and  placed  in  a hemocytometer  where  100  cells 
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LEUKOCYTE  SURVIVAL  IN  HEMODIALYSIS  PTS 


-I 1 I I I I L 

0 1 2 3 4 5 6 

Hours 


o control 
X dialysis 


were  counted.  The  viable  count  was  recorded  as 
percent  viable  leukocytes.  Each  test  was  done 
in  triplicate.  Crossover  studies  performed  on 
all  subjects  included  washed  leukocytes  from 
the  dialysis  patients  in  serum  from  healthy 
controls,  and  washed  leukocytes  from  healthy 
controls  in  serum  from  dialysis  patients.  Sig- 
nificance of  the  results  was  evaluated  using 
the  t test  for  unpaired  data. 


RESULTS 

The  results  from  the  studies  of  both  control 
subjects  and  patients  are  summarized  in  Fig- 
ure I.  The  open  circles  represent  the  mean  per- 
cent survival  of  leukocytes  in  the  control 
group.  The  crosses  (x)  represent  the  mean  per- 
cent survival  of  leukocytes  from  the  dialysis 
patients.  At  zero  time  the  difference  in  viable 
leukocytes  was  not  great;  however,  at  three 
hours  when  almost  80%  of  leukocytes  from  con- 
trols are  still  viable  less  than  60%  of  the 
dialysis  patients’  leukocytes  remain  viable. 
This  difference  is  significant  at  a p value  of  less 
than  0.001.  Thus,  at  any  one  instant  in  time 
fewer  cells  obtained  from  dialysis  patients  are 
viable  and  the  overall  cell  death-rate  is  more 
rapid  in  the  dialysis  group.  Leukocyte  survival 
in  pre-  or  post-dialysis  blood  samples  does  not 
differ  significantly.  The  average  survival  of 
leukocytes  from  patients  with  less  than  one 
year  on  hemodialysis  is  not  different  from  that 
of  the  cells  from  patients  with  more  than  one 
year  of  hemodialysis  treatment. 

Illustrated  in  Figure  II  are  the  crossover 
studies  using  washed  leukocytes  from  dialysis 
patients  and  controls  in  a normal  and  dialysis 
group  serum.  The  open  circles  (0)  represent 
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FIGURE  m 

LEUKOCYTE  SURVIVAL  IN  HEMODIALYSIS  PTS 
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control  survival.  The  crosses  (x)  represent 
leukocyte  survival  of  dialysis  patients.  The 
solid  squares  (■)  represent  the  mean  survival 
of  washed  leukocytes  from  dialysis  patients  in 
the  presence  of  normal  serum.  The  open  stars 
(☆)  demonstrate  the  mean  leukocyte  survival 
of  leukocytes  from  controls  in  the  serum  of 
dialysis  patients.  The  survival  of  leukocytes 
from  dialysis  patients  in  control  serum  and 
control  leukocytes  in  dialysis  patients  serum  is 
significantly  (P>0.001)  better  than  dialysis 
patient  leukocytes  in  autologous  serum.  How- 
ever, the  crossover  leukocytes  remain  signifi- 
cantly less  viable  than  controls  (p  value  less 
than  0.001  at  time  intervals  two,  three,  four, 
five  and  six  hours).  Figure  III  illustrates  that 
the  survival  of  leukocytes  from  patients  receiv- 
ing hemodialysis  for  more  than  12  months  was 
no  different  than  the  survival  of  cells  from  pa- 
tients treated  with  hemodialysis  for  less  than 
12  months.  Survival  of  leukocytes  from  these 
patients  pre-  and  post-dialysis  treatment  did 
not  differ  significantly. 


DISCUSSION 

These  studies  were  undertaken  in  an  effort 
to  determine  if  the  in  vitro  survival  of  leuko- 
cytes from  dialysis  patients  was  different  from 
that  of  control  leukocytes.  The  data  show  that 
in  vitro,  fewer  leukocytes  from  dialysis  pa- 
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tients  are  viable  at  any  one  time  and  the  rate  of 
cell  death  is  greater  than  for  leukocytes  from 
controls.  Evidence  suggests  interactions  occur 
between  the  leukocyte  functions  of 
phagocytosis,  chemotaxis  and  random 
mobility.*®  All  such  leukocyte  function  studies 
depend  on  viable  cells.  If  the  viable  leukocytes 
from  chronic  renal  disease  patients  in  dialysis 
programs  are  fewer  in  number  and  die  more 
rapidly,  as  shown  by  the  present  study,  then 
the  depressed  phagocytosis,  chemotaxis  and 
mobility  may  be  in  part  method-dependent  ob- 
servations. 

The  mechanism  for  shortened  leukocyte  sur- 
vival is  unclear,  but  it  appears  to  involve  both 
a serum  factor  and  a leukocyte  defect  since  the 
serum  from  dialysis  patients  depressed  survi- 
val of  normal  leukocytes  and  leukocytes  from 
dialysis  patients  continue  to  have  depressed 
survival  in  the  presence  of  control  serum. 
Baum*  et  al  alluded  to  uremic  toxins  as  possi- 
ble causes  for  impairment  of  leukocyte  func- 
tions. However,  with  leukocyte  survival  not 
significantly  different  before  and  after  dialysis 
and  since  the  washed  leukocytes  from  dialysis 
patients  in  control  serum  continued  to  have 
shortened  survivals,  small  molecular  weight 
toxins  appear  an  unlikely  cause.  This  conclu- 
sion is  further  supported  by  Baum’s  observa- 
tions showing  dialysis  itself  had  no  effect  on 
chemotaxis.  Our  studies  on  leukocyte  survivals 
in  uremic  patients  on  hemodialysis  in  excess  of 
one  year  versus  less  than  one  year  support  the 
studies  of  Sengar*®  et  al  who  demonstrated  that 
in  vitro  lymphocyte  function  was  not  different 
in  these  two  groups. 


Oklahoma  State  Medical  Association 


REFERENCES 

1.  Lowrie,  E.  G.,  Lazarus.  J.  M.,  Mocelin,  A J.,  et  al:  Survival  of  patients 
undergoing  chronic  hemodialysis  and  renal  transplantation,  N Engl  J Med 
1973,  288:863,  867. 

2.  Gurland,  H.  J.,  Brunner.  F.  P.,  Dehn.  H.  Von.  et  al;  Combined  report  on 
regular  dialysis  and  transplantation  in  Europe,  3,  1972,  Proc  Eur  Dial  Trans- 
plant Assoc,  1973,  10:XVII-LVI1. 

3.  Seldin,  D.  W.,  Carter,  N.  W.,  Rector,  F.  C.,  Jr.:  Consequences  of  renal 
failure  and  their  management  in  diseases  of  the  kidney  3rd  ed..  Edited  by 
Strauss,  M.  B.,  Welt,  L.  G..  Boston,  Little  Brown  and  Company,  1971,  pp  237. 

4.  Kaplow,  L.  S.,  Goffmet,  J.  A.:  Profound  neutropenia  during  the  early 
phase  of  hemodialysis,  JAMA  1968,203:1135,  1137. 

5.  Wilson,  W.  E.  C.,  Kirkpatrick,  C.  H.,  Talmage,  D.  W.:  Suppression  of 
immunologic  responsiveness  in  uremia,  Ann  Intern  Med,  1965,  62:1,  14. 

6.  Baum.  J.,  Cestero,  RVM,  Freeman.  R.  B.  . Chemotaxis  of  the 
polymorpho-nuclear  leukocyte  and  delayed  hypersensitivity  in  uremia,  Kid- 
ney International,  1975,  Suppl.  2:147,  153. 


7.  Henderson,  L.  W.,  Miller.  M.  E.  Hamilton,  R.  W.,  Norman.  M.  E.: 
Hemodialysis  leukopenia  and  polymorph  random  mobility  — a possible  corre- 
lation. J La6  C/in  Med.  1975,  85:191,  197. 

8.  Boulton-Jones,  J.  M..  Vick.  R.,  Cameron,  J.  S.,  Black.  P J.;  Immune 
responses  in  uremia,  C/in  Nephrol,  1973,  1:351,  360. 

9.  Mohr,  J.  A.  Muchmore.  H.  G.:  Stimulation  of  phagocytosis  ofCryptoccus 
neoformans  in  human  cryptoccal  meningitis.  J.  Reticuloendothelial  Soc,  1974. 
15:149,  154. 

10.  De  Renzis,  F.  A.,  Schechtman,  A..  Stain  technology,  Edited  by  Langley. 
J.  B.,  Baltimore.  Williams  & Wilkins  Co.,  1973,  vol.  48,  pp.  135,  136. 

11.  Sengar,  D P.  S.,  Rashid,  A,,  Harris,  J.  E ; Vitro  cellular  immunity  and 
in  vivo  delayed  hypersensitivity  in  uremic  patients  maintained  on 
hemodialysis,  Int  Arch  Allergy,  1974,  47:829,  838. 


Veterans  Administration  Hospital,  921  NE  13th 
Street,  Oklahoma  City,  OK  73104. 


It’s  Not  Too  Late  To 


BE  AN  omPAC  man 


Send  a Check  For  $50.00,  $100.00  or  $200.00 
TO:  OMPAC,  P.O.  Box  54520,  Oklahoma  City,  OK  73154. 


“LET  OUR  VOICE  BE  HEARD 
THIS  ELECTION  YEAR” 


Journal  / May  1982  / Volume  75 


117 


National  Institutes  of 

Health  Consensus  Development 

Conference  Statement 


THE  DIAGNOSIS  AND  TREATMENT 
OF  REYE’S  SYNDROME 

MARCH  2-4,  1981 


A Consensus  Development  Conference  was 
held  at  the  National  Institutes  of  Health  (NIH) 
on  March  2,  3,  and  4,  1981,  to  address  issues  on 
the  diagnostic  criteria  and  treatment  of  Re}'e’s 
syndrome. 

At  NIH,  consensus  development  conferences 
bring  together  investigators  in  the  biomedical 
sciences,  practicing  physicians,  consumers, 
and  advocate  groups  to  provide  a scientific  as- 
sessment of  technologies,  including  drugs,  de- 
vices, and  procedures,  and  to  seek  agreement 
on  their  safety  and  effectiveness. 

On  the  first  two  days  of  the  meeting,  a con- 
sensus development  panel  and  members  of  the 
audience  reacted  to  evidence  presented  on  the 
following  questions: 

• What  are  the  key  signs,  symptoms,  and 
laboratory  findings  of  Reye’s  syndrome? 

• What  is  the  evidence  for  the  effectiveness 
of  the  various  treatments  of  Reye’s  syndrome? 

• What  are  the  clinical  and  experimental 
studies  needed  to  advance  our  ability  to  diag- 
nose and  treat  Reye’s  syndrome? 

The  members  of  the  panel  represented  the 
disciplines  involved  in  the  diagnosis  and 
treatment  of  those  with  Reye’s  syndrome. 
Panelists  were  nominated  by  seven  specialty 
associations:  the  American  Academy  of 
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Neurology,  the  American  Academy  of  Pediat- 
rics, the  American  Association  of  Neurological 
Surgeons,  the  American  Society  of  Anes- 
thesiologists, the  American  Academy  of  Fam- 
ily Physicians,  the  Child  Neurology  Society, 
and  the  American  Nurses  Association.  This 
summary  is  the  result  of  the  panel’s  delibera- 
tions. 

Reye’s  syndrome  is  a life-threatening  illness 
that  affects  children  of  all  ages,  with  a peak 
incidence  between  five  and  15  years;  on  rare 
occasions  it  has  been  reported  in  adults.  Al- 
though Reye’s  syndrome  (encephalopathy  with 
fatty  degeneration  of  viscera)  has  been  exten- 
sively investigated  since  the  classic  description 
of  the  disorder  by  Reye,  Morgan,  and  Baral  in 
1963,  the  etiology  and  pathogenesis  of  this  dis- 
ease process  remain  obscure.  The  subcellular 
insult  appears  to  affect  mitochondria  in  multi- 
ple organ  systems.  Since  prompt  treatment 
may  provide  a better  chance  for  complete  re- 
covery, early  diagnosis  is  important. 

Dissemination  of  information  is  recom- 
mended. This  includes  information  on  the 
early  symptoms  of  Reye’s  syndrome,  diagnostic 
criteria,  and  essential  aspects  of  therapy.  Such 
information  should  be  distributed  to  parents, 
physicians,  and  nurses  to  facilitate  early  rec- 
ognition, diagnosis,  and  treatment. 
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1.  What  Are  the  Key  Symptoms? 

Reye’s  syndrome  should  be  suspected  in  a 
child  who,  during  or  while  recovering  from  a 
viral  illness  (most  commonly  chicken  pox  or 
influenza),  unexpectedly  develops  repetitive 
vomiting  and  altered  behavior  such  as 
lethargy,  confusion,  irritability,  or  aggressive- 
ness. Neither  fever  nor  jaundice  is  usually  pre- 
sent. In  children  under  one  year  of  age,  re- 
spiratory disturbances  such  as  hyperventila- 
tion or  apneic  episodes  may  be  prominent.  In 
this  special  group  (<one  year  old)  seizures 
occur  more  frequently  than  in  older  patients. 
All  children  with  the  above  pattern  of  illness 
should  receive  prompt  medical  attention. 

2.  What  Are  the  Laboratory  Findings  in 
Reye’s  Syndrome? 

Helpful  laboratory  tests  include  the  level  of 
transaminases  in  serum,  ammonia  concentra- 
tion in  blood,  and  prothrombin  activity.  The 
activity  of  serum  transaminases  is  at  least 
three  times  upper  normal  limits,  prothrombin 
time  is  usually  prolonged,  and  blood  ammonia 
concentration  is  usually  elevated.  Jaundice  is 
conspicuously  absent  and  bilirubin  levels 
rarely  are  elevated.  The  concentration  of  glu- 
cose in  blood  is  usually  normal,  especially  in 
children  four  years  of  age  and  older.  The  cere- 
brospinal fluid  (CSF)  usually  contains  fewer 
than  eight  cells  per  cu  mm  and  normal  protein 
and  glucose  concentrations,  except  when  there 
is  concomitant  hypoglycemia.  Other  recom- 
mended laboratory  tests  include  determination 
of  the  concentration  of  glucose,  calcium,  and 
phosphorus  in  blood  and  of  serum  amylase  ac- 


tivity. Serum  should  be  analyzed  for  levels  of 
salicylate  and  acetaminophen. 

3.  Where  Should  a Patient  Be  Treated? 

It  is  most  important  that  primary  care  prac- 
titioners be  highly  aware  of  Reye’s  syndrome 
and  perform  appropriate  laboratory  investiga- 
tions promptly.  Children  with  a history  and 
laboratory  findings  suggestive  of  Reye’s  syn- 
drome should  be  hospitalized  for  careful  obser- 
vation and  receive  glucose  by  intravenous  in- 
fusion. Patients  with  Stage  II  (See  Table  1) 
symptoms  or  worse  should  be  cared  for  in  a 
pediatric  intensive  care  unit  by  a multi- 
disciplinary team  according  to  an  established 
protocol,  when  available. 

If  the  diagnosis  of  Reye’s  syndrome  is  made 
in  a primary  care  setting,  the  physician  should 
consult  with  colleagues  in  a pediatric  intensive 
care  center  and  discuss  the  timing  of  transfer. 
The  transport  team  should  be  prepared  to  pro- 
vide support  for  vital  functions. 

4.  What  Are  the  Currently  Used  Rating  or 
Classifying  Systems  for  Measuring  the 
Severity  of  Clinical  Symptoms?  How  Use- 
ful Are  They? 

A variety  of  staging  systems  based  upon 
neurologic  findings  have  been  proposed  for 
Reye’s  syndrome  which  have  proven  useful  in 
assessing  the  severity  of  the  illness,  monitor- 
ing the  effect  of  therapy,  and  predicting  ulti- 
mate outcome.  The  multiplicity  of  staging  sys- 
tems, however,  has  been  confusing  for  clini- 
cians and  researchers  alike. 


Table  1 

Staging  of  Reye’s  Syndrome 


Level  of 
Consciousness 

I 

Lethargy; 

Follows 

Verbal 

Commands 

II 

Combative/ 

Stupor; 

Verbalizes 

Inappro- 

priately 

III 

Coma 

IV 

Coma 

V 

Coma 

Posture 

Normal 

Normal 

Decorticate 

Decerebrate 

Flaccid 

Response  to 
Pain 

Purposeful 

Purposeful/ 

Nonpurpose- 

ful 

Decorticate 

Decerebrate 

None 

Pupillary 

Brisk 

Sluggish 

Sluggish 

Sluggish 

None 

Reaction 
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Reye’s  Syndrome 

5.  Should  a Uniform  System  Be  Recom- 
mended for  General  Use? 

The  panel  reviewed  a number  of  proposed 
staging  systems  and  recommends  the  system 
outlined  in  Table  1 for  future  use  in  manage- 
ment and  study  of  Reye’s  syndrome.  Patients 
with  high  concentrations  of  ammonia  in  blood 
early  in  the  course  of  disease  appear  to  have  a 
less  favorable  prognosis. 

6.  When  Is  a Liver  Biopsy  Needed? 

The  diagnosis  of  Reye’s  syndrome  can  be 
made  in  most  patients  without  a liver  biopsy,  a 
procedure  not  to  be  undertaken  lightly  in  an 
uncooperative,  critically  ill  child  with  defective 
coagulation.  The  results  may  confuse  rather 
than  inform  unless  the  tissue  is  processed  and 
interpreted  by  personnel  in  a center  with  spe- 
cial knowledge  of  the  illness. 

Nevertheless,  a carefully  planned  biopsy, 
after  correction  of  the  coagulation  abnormal- 
ity, carried  out  by  physicians  experienced  in 
performance  and  interpretation  of  the  results 
of  such  biopsies,  can  provide  important  infor- 
mation in  certain  specific  situations.  Biopsy 
should  be  considered  in:  (1)  infants,  (2)  chil- 
dren with  recurrent  episodes,  (3)  familial 
cases,  and  (4)  non-epidemic  (sporadic)  cases 
without  antecedent  infection  or  vomiting. 
Biopsy  also  increases  the  certainty  of  diagnosis 
and  is  important  if  a new  and  potentially 
dangerous  therapeutic  regimen  is  planned. 

7.  What  Other  Conditions  May  Present 
With  Similar  Symptoms? 

There  is  a lengthening  list  of  illnesses  that 
may  be  temporarily  misidentified  as  Reye’s 
syndrome.  We  now  recognize  that  trans- 
aminase elevations  may  occur  in  children  with 
varicella  without  Reye’s  syndrome  and  in 
shock  or  hypoxia  due  to  a wide  variety  of  ill- 
nesses. Intramuscular  injections  (especially  of 
a commonly  used  antiemetic,  chlorpromazine) 
and  protracted  seizures  may  increase  levels  of 
transaminases  in  serum  in  a variety  of  dis- 
eases which  affect  the  central  nervous  system. 
Methyl  bromide,  hypoglycin  (senecio  alkaloid), 
isopropyl  alcohol,  folk  remedies  (pyrrolizidine 
and  margosa  oil),  aflatoxin,  lead,  and  toxicity 
from  some  drugs  (eg,  aspirin,  acetaminophen, 
and  valproic  acid)  may  produce  disturbances  of 
consciousness  and  elevation  of  serum  trans- 
aminases. 
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When  confronted  by  familial  or  recurrent  oc- 
currences of  Reye-like  illness,  the  physician 
should  consider  an  inborn  error  of  metabolism, 
especially  systemic  carnitine  deficiency, 
glutaric  acidemia,  ornithine  transcarbamylase 
deficiency,  or  hereditary  fructose  intolerance. 

8.  What  Special  Diagnostic  Tests  Are 
Needed? 

Computerized  transaxial  (CT)  brain  scan- 
ning is  neither  necessary  nor  indicated  for 
diagnosing  Reye’s  syndrome  unless  there  is 
clinical  suspicion  of  a disease  other  than  Reye’s 
syndrome,  eg,  subdural  hematoma,  brain  abs- 
cess, etc.  Thus,  CT  scanning  is  not  an  integral 
part  of  the  diagnostic  evaluation  of  the  child 
with  Reye’s  syndrome.  If,  however,  the  test  is 
done  early  in  the  course  of  illness,  it  will  show 
a normal  pattern  or  evidence  of  diffuse  brain 
edema,  with  no  displacement  of  ventricles  or 
localized  areas  of  enhancement. 

The  usefulness  of  electroencephalography 
(EEG)  depends  on  the  availability  of  approp- 
riate equipment  and  individuals  skilled  in 
EEG  interpretation.  In  general,  the  EEG  has 
not  proved  to  be  helpful  in  following  patients, 
determining  prognosis,  or  altering  treatment. 

9.  What  Have  Been  the  Indications  for  in- 
tracranial Pressure  Monitoring?  What  De- 
vices Are  Available?  What  Are  the  Goals  in 
Reducing  Intracranial  Pressure  and  When 
Can  Monitoring  Be  Stopped? 

Since  1975,  several  reports  have  suggested 
that  invasive  monitoring  of  intracranial  pres- 
sure may  be  useful  in  the  management  of  chil- 
dren with  Reye’s  syndrome.  The  devices  in  use 
can  provide  continuous  measurement  of  pres- 
sure in  the  epidural,  subarachnoid,  or  ven- 
tricular spaces.  The  difficulties  inherent  in  as- 
sessing the  usefulness  of  this  procedure,  emp- 
loyed to  monitor  rather  than  to  treat,  have 
produced  conflicting  opinions.  Some  physicians 
believe  it  improves  their  ability  to  manage  pa- 
tients, others  do  not.  Mortality  and  morbidity 
directly  attributable  to  monitoring  devices  ap- 
pear to  be  low  in  the  medical  centers  where 
they  are  used  frequently.  Data  are  inconclu- 
sive regarding  criteria  for  discontinuation  of 
such  monitoring. 

10.  What  Are  Appropriate  Therapies  in  the 
Noncomatose  Patient? 

Therapy  for  Stage  I patients  includes  ad- 
ministration of  dextrose-containing  fluid. 
While  there  are  no  studies  documenting  that 
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glucose  administration  in  excess  of  that  pro- 
vided by  5%  glucose  solution  at  maintenance 
rate  is  definitely  beneficial,  a number  of  con- 
siderations have  prompted  many  clinicians  to 
administer  10%  dextrose  solutions  to  these 
mildly  affected  children. 

If  neurologic  deterioration  occurs,  the  rate  of 
fluid  administration  must  be  adjusted  to  main- 
tain critical  organ  perfusion.  Episodes  of 
hypotension  have  been  reported  with  mainte- 
nance rates  of  fluid  administration  following 
osmotic  diuresis. 

For  many  reasons,  hemodynamic  monitoring 
is  important.  Arterial  catheters  permit  con- 
tinuous blood  pressure  measurement  and  fre- 
quent arterial  blood-gas  sampling.  Central 
venous  catheters  may  provide  useful  data  con- 
cerning blood  volume  and  cardiac  function, 
while  pulmonary  artery  catheters  (providing 
measurement  of  cardiac  output)  may  be  helpful 
in  selected  seriously  ill  children.  While  central 
venous  catheters  may  be  preferable  in  patients 
with  normal  cardiopulmonary  function,  the 
management  of  complicating  cardiac  dysfunc- 
tion due  to  disease  or  drugs  may  make  more 
complete  monitoring  necessary. 

Intubation  of  patients  with  Reye’s  syndrome 
has  received  general  acceptance,  although 
there  is  disagreement  as  to  what  criteria  are 
used  to  make  the  decision  to  intubate.  There  is 
agreement  that  intubation  should  be  elective 
(ie,  prior  to  respiratory  failure  or  cardiac  ar- 
rest). It  is  most  often  prompted  by  deteriorat- 
ing neurologic  progression  toward  coma  and  is 
accomplished  with  intravenous  succinyl- 
choline  and  barbiturate. 

11.  What  Are  the  Important  MetaboUc  De- 
rangements and  Are  They  Amenable  to 
Treatment? 

There  are  many  documented  metabolic  de- 
rangements in  Reye’s  syndrome,  including 
hypoglycemia,  hyperammonemia,  hyperlac- 
tatemia,  short  chain  fatty  acidemia,  hypophos- 
phatemia, hyperaminoacidemia,  azotemia, 
hyperuricemia,  elevations  of  several  hor- 
mones, and  a mixed  acid-base  disorder.  Accept- 
ing these  well-documented  findings  and  their 
relationship  to  the  severity  or  treatment  of  the 
disease  remain  speculative.  Although  the  de- 
gree of  metabolic  perturbation  roughly  paral- 
lels the  severity  of  clinical  illness,  efforts 
(dialysis,  amino  acid  infusion,  phosphate  and 
insulin  infusions)  to  correct  specific  metabolic 
abnormalities  have  not  clearly  altered  out- 
come. 


Admnistration  of  vitamin  K is  generally  ac- 
cepted, although  it  is  recognized  that  it  is  un- 
likely to  correct  fully  clotting  abnormalities.  If 
significant  bleeding  occurs,  exchange  transfu- 
sion with  fresh  blood  or  administration  of  fresh 
frozen  plasma  may  be  helpful. 

12.  What  Are  the  Therapies  for  Increased 
Intracranial  Pressure? 

While  the  encephalopathy  of  Reye’s  syn- 
drome is  not  always  associated  with  increased 
intracranial  pressure,  such  elevations  fre- 
quently complicate  the  care  of  patients  in 
coma.  In  lieu  of  specific  treatment  of  the  en- 
cephalopathy, much  effort  has  been  directed  to 
the  control  of  increased  intracranial  pressure. 
Measures  commonly  employed  include  os- 
motherapy and  spontaneous  or  controlled 
hyperventilation.  Experimental  measures  in- 
clude high-dose  barbiturates,  corticosteroids, 
cerebrospinal  fluid  withdrawal,  and  decom- 
pressive craniotomy.  Use  of  newer  techniques 
of  monitoring  and  treating  cerebral  edema 
should  be  reserved  for  centers  experienced  in 
the  diagnosis  and  management  of  children 
with  severe  neurologic  disorders.  To  date, 
groups  employing  these  experimental  meas- 
ures have  failed  to  demonstrate  better  survival 
rates  than  those  providing  intensive  suppor- 
tive care. 

13.  What  Therapies  are  Directed  at  Re- 
moval of  Presumed  Toxins? 

Exchange  transfusion,  dialysis,  total  body 
"washout,”  charcoal  hemoperfusion,  and  plas- 
mapheresis have  all  been  suggested  as  poten- 
tially helpful  by  removing  an  unidentified 
toxic  substance  from  patients  with  Reye’s  syn- 
drome. There  is  no  evidence  that  the  use  of 
these  techniques  improves  outcome. 

14.  What  Are  the  Residual  Findings? 

Complete  recovery  may  be  expected  in  the 
majority  of  patients  who  survive  the  acute  ill- 
ness. However,  some  children  who  experience 
coma  may  suffer  brain  damage  resulting  in  de- 
velopmental delay,  motor  impairment,  or  men- 
tal retardation.  Normal  functioning  in  school 
may  be  delayed  for  some  weeks.  Children  may 
be  able  to  do  the  prescribed  school  work,  but  at 
a slower  rate.  Sometimes  distractability,  inat- 
tention, and  memory  problems  occur. 

Anxiety  and  apprehension  associated  with 
fear  of  bodily  harm  and  death  are  frequently 
encountered  in  these  children  while  hos- 
pitalized and  following  discharge  from  the  hos- 
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pital.  Such  fears  can  be  helped  by  gentle  paren- 
tal support.  Overprotectiveness  of  the  child  by 
the  parents  can  accentuate  behavioral  or 
school  problems  and  should  be  avoided. 

Extensive  psychological  and  educational 
testing  appears  to  be  unnecessary  except  in  a 
study  setting.  Assisting  school  personnel  in 
providing  learning  experiences  geared  to  the 
individual  needs  of  the  recovering  child  may  be 
required.  Family  guidance  and  counseling  may 
be  useful  and  are  encouraged. 

15.  What  Are  the  Areas  of  Future  Re- 
search? 

Potential  areas  of  research  include: 
epidemiology,  etiology,  pathogenesis,  diag- 
nosis, management,  and  outcome.  Most  impor- 
tant is  elucidation  of  the  etiology  and 
pathogenesis  of  this  syndrome,  with  preven- 
tion as  the  ultimate  goal. 

EPIDEMIOLOGY 

The  low  incidence  of  this  disease  results  in 
small  numbers  of  patients  available  for  study 
at  any  single  institution.  The  designation  of  a 
specific  diagnostic  code  for  Reye’s  syndrome  in 
the  International  Classification  of  Diseases 
(10th  Revision,  Clinical  Modification)  would 
facilitate  the  determination  of  a more  accurate 
incidence  rate  for  Reye’s  syndrome. 

Studies  stratifying  cases  by  age,  sex,  and 
race,  by  socioeconomic  and  environmental 
characteristics,  and  by  geographic  areas  and 
location  of  residence  (urban,  suburban,  rural) 
are  needed  to  elucidate  factors  which  may  be 
important. 

ETIOLOGY 

Although  the  cause  of  Reye’s  syndrome  re- 
mains unknown,  an  association  with  a recent 
viral  infection,  especially  influenza  B and  var- 
icella, is  well-established.  However,  the  de- 
velopment of  Reye’s  syndrome  following  any  of 
these  viral  infections  is  uncommon,  and  why 
only  certain  individuals  develop  the  disease 
deserves  further  study.  In  addition,  three  re- 
cent population-based  case-control  studies 
have  demonstrated  an  apparent  association  be- 
tween salicylate  usage  and  Reye’s  syndrome. 
Since  the  specific  questions  posed  to  the  panel 
and  discussed  at  the  consensus  conference  were 
limited  to  diagnosis  and  treatment,  the  data  on 
which  this  association  is  based  were  not  pre- 
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sented  but  were  discussed  by  several  particip- 
ants in  the  conference.  Each  of  the  three 
studies  indicates  an  increase  in  the  estimated 
relative  risk  of  Reye’s  syndrome,  which  does 
not  appear  to  be  due  to  chance.  However,  other 
possible  explanations  of  this  association  in- 
clude the  following:  potential  phases  such  as 
case-control  selection  (eg,  comparability  of  an- 
tecedent illness),  information  gathering  (eg, 
based  on  recall),  and  confounding  (eg,  indica- 
tions for  salicylate  use). 

Parents  and  physicians  should  be  aware  that 
most,  if  not  all,  medications  have  potential  de- 
leterious effects;  thus,  caution  in  the  use  of 
salicylates  in  children  with  influenza  and 
those  with  varicella  is  prudent.  Currently,  the 
risk  of  these  effects  is  unknown  for  salicylates 
or  for  other  antipyretic  medications.  Since 
salicylates  have  been  given  to  children  with 
illnesses  predisposing  to  Reye’s  syndrome 
without  adverse  effect,  and  cases  of  Reye’s  syn- 
drome have  occurred  in  which  salicylates  had 
not  been  administered,  salicylates  alone  can- 
not be  responsible  for  the  development  of 
Reye’s  syndrome.  However,  certain 
similarities  between  salicylism  and  Reye’s 
syndrome  and  those  studies  reporting  an  as- 
sociation between  Reye’s  syndrome  and  salicy- 
late ingestion  indicate  a need  for  further  care- 
fully designed  studies  before  recommending 
changes  in  antipyretic  therapy  of  children. 

The  role  of  influenza  and  other  viruses,  af- 
latoxins,  and  genetic  predispositions  also  de- 
serve study. 

DIAGNOSIS 

Although  guidelines  for  the  recognition  of 
Reye’s  syndrome  are  generally  accepted,  in- 
formation on  the  validity  of  the  many  proposed 
screening  (clinical  and  laboratory)  tests  is  in- 
complete and  based  on  small  numbers  of  pa- 
tients or  non-uniform  diagnostic  criteria.  Par- 
ticular attention  should  be  given  to  document- 
ing the  sensitivity,  specificity,  and  predictive 
values  associated  with  various  tests. 

MANAGEMENT  AND  OUTCOME 

Critical  and  comparative  evaluation  of  the 
treatment  of  Reye’s  syndrome  can  proceed  only 
within  the  framework  of  a randomized  con- 
trolled trial.  A need  exists  for  determining  the 
best  available  monitoring  procedures,  seeking 
the  most  sensitive  indicators  of  patient  status 
while  exposing  the  patient  to  the  minimal  risk. 
Evaluations  of  treatment  and  monitoring  re- 
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gimens  require  strictly  defined  protocols  and  a 
sample  size  necessary  for  statistical  analysis. 

Both  the  short-  and  long-term  sequelae  re- 
lated to  Reye’s  syndrome  should  be  evaluated. 
Subtle  effects  on  mental  and  motor  capabilities 
should  be  evaluated  using  longitudinal  data 
analysis.  When  possible,  evaluations  should  be 
conducted  without  knowledge  of  the  patient’s 
treatment  or  monitoring  regimens. 

The  conference  was  sponsored  by  the  Na- 
tional Institute  of  Neurological  and  Com- 
municative Disorders  and  Stroke  and  co- 
sponsored by  the  National  Institute  of  Allergy 
and  Infectious  Diseases;  the  National  Institute 
of  Arthritis,  Diabetes,  and  Digestive  and  Kid- 
ney Diseases;  the  National  Institute  of  En- 
vironmental Health  Sciences;  the  National  In- 
stitute of  Child  Health  and  Human  Develop- 


ment; and  the  Division  of  Research  Resources. 
Collaborating  agencies  included  the  Centers 
for  Disease  Control  and  the  National  Center 
for  Health  Statistics.  Assistance  was  provided 
by  the  Office  for  Medical  Applicaions  of  Re- 
search, NIH. 

A bibliography  on  Reye’s  syndrome  is  available 
from  the  Office  for  Medical  Applications  of  Re- 
search, Building  1,  Room  216,  NIH,  Bethesda,  Mary- 
land 20205.  This  bibliography  was  prepared  by  the 
Developmental  Neurology  Branch,  National  Insti- 
tute of  Neurological  and  Communicative  Disorders 
and  Stroke. 

A list  of  the  members  of  the  Consensus  Develop- 
ment Panel  is  available  from  The  Journal,  Okla- 
homa State  Medical  Association,  601  NW  Express- 
way, Oklahoma  City,  OK  73118. 
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OSMA 

MEDICAL 

DIRECTORY 

Oklahoma’s  Most  Complete 
Informational  Medical  Data 

Includes; 

Alphabetical  Physicians  Roster,  Roster  by 
Cities,  Designed  Specialty  Codes,  Medical 
School  Codes,  Frequently  Called  Telephone 
Numbers 

Copies  have  been  mailed  to  each  OSMA 
member.  Additional  copies  for  physician- 
members  are  available  for  $10.00  per  copy, 
plus  postage  and  handling.  Others  may  pur- 
chase copies  for  $15.00  each,  plus  postage 
and  handling. 

Order  from  OSMA, 

601  N.W.  Expressway, 

Oklahoma  City,  OK  73118. 
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Immuno-Augmentative  Therapy 
Use  in  Oklahoma 

On  March  2,  1982,  legislation  was  approved 
allowing  "immuno-augmentative  therapy”  to 
treat  any  malignancy,  disease,  illness,  or  phys- 
ical condition. 

This  act,  the  first  of  its  kind  in  the  nation, 
also  prohibits  disciplinary  action  or  liability 
against  physicians,  hospitals,  or  other  institu- 
tions for  use  of  the  therapy;  prescribes  a writ- 
ten consent  form  which  must  be  used;  au- 
thorizes regulatory  power  over  the  product  by 
the  State  Board  of  Health,  and  provides  for 
followup  of  patients  receiving  the  therapy. 

The  US  Food  and  Drug  Administration  has 
advised  state  health  officials  that  in  1974  the 
Bureau  of  Biologies  received  an  application 
from  Dr  Lawrence  Burton,  an  experimental 
zoologist  with  a doctoral  degree  from  New 
York  University,  seeking  to  initiate  human 
experimentation  with  immuno-augmentative 
therapy.  The  FDA  posed  a number  of  questions 
concerning  the  technique,  and  approval  of  clin- 
ical studies  has  been  withheld  pending  satis- 
factory answers  to  those  questions. 

Attempts  by  the  National  Cancer  Institute 
to  obtain  a specimen  for  analysis  of  the  serum 
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used  in  this  therapy  have  been  unsuccessful, 
and  the  NCI’s  position  is  that  there  is  no  basis 
for  evaluation  of  the  therapy  and  no  evidence 
that  it  is  effective  against  cancer.  The  FDA, 
American  Cancer  Society,  and  American  Med- 
ical Association  have  taken  similar  positions. 

The  State  Department  of  Health  has  re- 
quested from  Burton  full  information  concern- 
ing his  technique  so  that  appropriate  rules  and 
regulations  concerning  serum  production, 
packaging,  and  distribution  can  be  developed. 
The  Board  of  Health  is  charged  with  licensure 
of  Oklahoma  manufacturers  of  the  product. 

This  information  is  provided  in  the  event  pa- 
tients seek  information  from  private  physi- 
cians concerning  the  therapy.  □ 


COMMUNICABLE  DISEASES  IN  OKLAHOMA  FOR  FEBRUARY  1982 


DISEASE 

February 

1982 

February 

1981 

January 

1982 

Total  To  Date 

1982 

1981 

Amebiasis 

2 

2 

Aseptic  Meningitis 

3 

2 

4 

7 

4 

Brucellosis 

1 

— 

— 

1 

— 

Encephalitis,  Infectious 

4 

3 

1 

5 

4 

Gonorrhea  (Use  Form  ODH-228) 

1144 

1107 

1255 

2399 

2380 

Hepatitis  A 

51 

31 

16 

67 

47 

Hepatitis  B 

22 

23 

10 

32 

33 

Hepatitis  Unspecified 

35 

13 

8 

43 

26 

Malaria 

— 

1 

— 

— 

1 

Measles  (Rubeola) 

— 

2 

— 

— 

2 

Meningococcal  Infections 

3 

6 

3 

6 

6 

Pertussis 

1 

1 

— 

1 

1 

Rabies  (Animal) 

10 

12 

14 

24 

23 

Rocky  Mountain  Spotted  Fever 

— 

— 

— 

— 

— 

Rubella 

1 

— 

— 

1 

— 

Salmonellosis 

12 

17 

13 

25 

42 

Shigellosis 

33 

16 

31 

64 

24 

Syphilis  (Use  Form  ODH-228) 

14 

9 

16 

30 

23 

Tetanus 

— 

— 

— 

— 

— 

Tuberculosis 

40 

13 

26 

66 

42 

Tularemia 

— 

— 

— 

— 

— 

Typhoid  Fever 

2 

1 

1 

3 

3 
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Dr  John  McIntyre  of  Enid 
Is  New  President  of  OSMA 

John  A.  McIntyre,  MD, 
of  Enid,  is  the  new  presi- 
dent of  the  Oklahoma 
State  Medical  Associa- 
tion. He  succeeds  James 
B.  Pitts,  MD,  of  Okla- 
homa City,  who  served  as 
1981-82  president  of 
OSMA. 

Dr  McIntyre  establish- 
ed his  internal  medicine  practice  in  Enid  in 
1947.  He  received  his  MD  from  the  University 
of  Oklahoma  School  of  Medicine  in  1943  and 
took  his  residency  in  internal  medicine  at 
Cedar  Rapids,  Iowa,  during  1946-47.  From 
1943  to  1946  Dr  McIntyre  served  in  the  US 
Navy. 

Dr  McIntyre  has  been  a member  of  the 
OSMA  Board  of  Trustees  for  six  years  and 
served  as  chairman  of  the  board  from  1974  to 
1976.  From  1975  to  1981  he  was  a member  of 
the  board  of  the  Oklahoma  Foundation  for  Peer 
Review,  and  from  1979  to  1981  he  was  presi- 
dent of  the  board.  Dr  McIntyre  currently  serves 
on  the  Board  of  Directors  of  the  Physicians 
Liability  Insurance  Company  (PLICO). 

He  is  married  to  Catherine  Defenbaugh 
McIntyre  and  has  two  children,  Dennis  McIn- 
tyre, MD,  of  Enid,  and  Mary  Lutz,  of  Ponca 
City.  Dr  McIntyre  is  a member  of  the  Kiwanis 
Club  and  an  elder  in  the  Presbyterian 
Church.  □ 


Board  Acts  on  TCMS  Resolution, 
Medical  Exhibit,  Endowment  Fund 

The  OSMA  Board  of  Trustees  considered  a 
number  of  important  issues  at  its  March  meet- 
ing, including  a resolution  on  utilization  re- 
view for  county  medical  society  busi- 
ness/medicine coalitions,  a proposal  to  estab- 
lish a permanent  OSMA  medical  exhibit  at  the 
University  of  Oklahoma  Health  Sciences 
Center  Library,  and  a recommendation  by  the 
Council  on  Medical  Education  for  Disposition 
of  the  OSMA  Endowment  Fund. 


The  resolution  on  utilization  review  was 
submitted  by  the  Tulsa  County  Medical 
Society  (TCMS),  which,  in  cooperation  with 
nineteen  industrial  and  business  firms,  has  es- 
tablished the  Tulsa  Business/Medicine  Coali- 
tion. It  called  for  the  Board  of  Trustees  to  sup- 
port the  concept  of  Oklahoma  Foundation  for 
Peer  Review  providing  utilization  review  on  a 
private  basis  for  business/medicine  coalitions 
such  as  the  one  formed  by  TCMS.  It  also  asked 
the  board  to  recommend  that  the  OSMA  House 
of  Delegates  endorse  the  concept. 

Following  a lengthy  discussion,  the  board 
agreed  to  an  amendment  that  calls  on  the 
House  of  Delegates  to  consider,  rather  than 
endorse,  the  concept.  The  board  then  voted  to 
approve  the  amended  resolution. 

The  board  also  voted  to  approve  the  medical 
exhibit  proposal  to  establish  a permanent  pub- 
lic display  in  the  Health  Sciences  Center  (HSC) 
library  of  the  medical  artifacts  and  documents 
formerly  on  display  in  the  lobby  of  OSMA 
headquarters.  The  artifacts  and  documents 
represent  the  early  days  of  organized  medicine 
in  Oklahoma. 

Because  access  to  the  display  was  limited 
and  because  professional  care  and  preservation 
of  the  artifacts  could  not  be  assured,  the  board 
was  asked  to  approve  the  transfer  of  the  collec- 
tion to  the  library.  There,  the  items  would  be 
cataloged,  cared  for  properly,  and  put  on  public 
view.  OSMA  would  be  clearly  identified  as  the 
donator  of  the  display,  and  individual  items 
would  be  tagged  with  the  names  of  donors,  if 
known.  The  association  plans  to  solicit  addi- 
tional items  from  members  for  the  library  dis- 
play. 

Acting  on  a directive  issued  at  the  November 
board  meeting,  the  Council  on  Medical  Educa- 
tion submitted  a recommendation  for  disposi- 
tion of  the  funds  donated  to  endow  a chair  in 
graduate  medical  education  at  the  University 
of  Oklahoma.  Contributions  to  the  fund  totaled 
$110,000,  far  short  of  the  goal  of  $750,000  re- 
quired to  endow  the  chair.  The  board  agreed  in 
November  that  donors  should  be  offered  their 
money  back.  The  Council  on  Medical  Educa- 
tion was  directed  to  recommend  alternative 
uses  for  the  fund.  The  board  approved  the 
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council’s  recommendation,  which  provides 
donors  with  two  alternatives  if  they  choose  not 
to  have  their  money  returned: 

1.  The  fund  would  be  transferred  to  an 
interest-bearing  account,  and  the  interest 
would  be  used  each  year  to  finance  the  scien- 
tific program  of  the  OSMA  annual  meeting. 

2.  The  fund  would  be  used  to  establish  a pro- 
fessorship in  diabetes  at  the  University  of 
Oklahoma.  Matching  funds  would  be  provided 
by  the  Endocrinology,  Metabolism,  and  Hyper- 
tension Section,  and  the  total  then  would  be 
matched  by  the  Diabetes  Foundation. 

Donors  who  choose  not  to  have  their  money 
returned  will  be  informed  that  all  money  re- 
maining in  the  fund  will  be  allocated  to  the 
alternative  receiving  the  most  support. 

In  other  actions  the  board: 

• instructed  Oklahoma’s  delegation  to  the 
American  Medical  Association  to  present  a re- 
solution saluting  the  Diamond  Jubilee  of  the 
OSMA  Auxiliary,  the  nation’s  first  medical 
auxiliary 

• directed  OSMA  to  prepare  a press  release 
stating  the  association’s  position  on  immuno- 


augmentative  therapy,  to  be  released  at  the 
discretion  of  the  OSMA  president. 

• authorized  OSMA  employees  to  join  the 
Medical  Center  Credit  Union 

• approved  OSMA  Life  Memberships  for 
fourteen  association  members 

• approved  expenditure  of  approximately 

$10,000  of  authorized  funds  for  capital  im- 
provements to  the  OSMA  headquarters 
building.  □ 

Fourteen  Physicians  Elected 
To  Life  Memberships  in  OSMA 

Fourteen  Oklahoma  physicians  were  elected 
to  OSMA  Life  Membership  at  the  March  6 
meeting  of  the  OSMA  Board  of  Trustees. 

The  new  Life  Members  are:  F.  C.  Buffington, 
MD,  Phil  Haddock,  MD,  and  Orville  Tackett, 
MD,  all  of  Norman;  John  A.  Brasfield,  MD, 
Murray  M.  Cash,  MD,  Nevin  W.  Dodd,  MD, 
Vance  Lucas,  MD,  Hugh  B.  Nicholas,  MD,  and 
William  A.  Waters,  MD,  all  of  Tulsa;  James  S. 
Petty,  MD,  Jack  L.  Riggall,  MD,  and  James  R. 
Riggall,  MD,  all  of  Oklahoma  City;  Joseph  R. 
Henke,  MD,  of  Guthrie;  and  George  Stevens, 
MD,  ofAda.  □ 


The  "Physician's  Office  Computer" 
Comes  to  Oklahoma 


the  new  Physician's  Office  Computer  allows  you  to  analyze 
practice  at  the  touch  of  a button. 


HERE  ARE  JUST  A FEW  EXAMPLES 
OF  WHAT  IT  CAN  DO: 


• Print  Standard  Insurance  Forms 

• Print  Patient  Statements  Ready  to  Mail,  In- 
cluding Return  Envelope 

• Patient  Ledger 

• Aged  Accounts 

• Daily  Check  and  Cash  Register 

• Family  Accounts  and  Billing 

• Cross-Posting  Between  Doctors 

• Day  Sheet  and  Detailed  Financial  Reports 
AND  MUCH  MORE!!!  While  Paying  For  Itself 
With  Increased  Collections,  and  Improved  Of- 
fice Efficiency. 


For  More  Information 
or  a Hands-On  Demonstration 

Call  Ralph  L.  Dean  — (405)  321-5958  or  321-0929 


You  owe  it  to  yourself  to  see  the  many  benefits 
your  practice  will  receive  using  The  Physician's 
Office  Computer. 


SOUTHWEST  BUSINESS  SYSTEMS,  INC. 
132  West  Main  Street,  Norman,  OK  73069 
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TMC  Names  Wails  New  Chairman 
of  Family  Practice  Department 


-ft 


Dr  Leslie  L.  Walls, 
former  associate  professor 
at  Northeastern  Okla- 
homa State  University  in 
Tahlequah,  has  been 
named  chairman  of  the 
Department  of  Family 
Practice  at  the  University 
of  Oklahoma  Tulsa  Medi- 
cal College  (TMC). 

Dr  Walls  was  an  associate  professor  of  family 
practice  at  TMC  during  1977-78.  He  was 
named  chairman  of  the  Department  of  Family 
Medicine  at  Oral  Roberts  University  School  of 
Medicine  in  1978  and  joined  the  faculty  at 
Northeastern  Oklahoma  State  in  1979.  He  also 
had  a private  family  medicine  practice  in 
Tahlequah. 

Dr  Walls  received  his  undergraduate  degree 
from  the  University  of  California  at  Berkeley 
and  his  medical  degree  from  the  University  of 
California  at  Davis.  He  completed  residency 
training  at  Akron  General  Medical  Center  in 
Akron,  Ohio,  and  was  co-director  of  the  family 
practice  residency  at  Aultman  Hospital  in 
Canton,  Ohio,  from  1975  to  1977. 

The  appointment  of  Dr  Walls  fills  a vacancy 
created  by  the  death  last  June  of  department 
chairman  Dr  Roger  C.  Good.  □ 


Physicians  and  Public  Asked 
About  Key  Health  Care  Issues 

Results  are  now  available  from  recent  sur- 
veys assessing  physician  and  public  attitudes 
toward  several  health  care  issues  — competi- 
tion in  the  health  care  sector,  changes  in  the 
organization  of  physician  practice,  and 
employer-provided  health  insurance  options. 

Competition  in  the  health  care  sector. 

Some  analysts  believe  that  competition  among 
physicians  is  increasing.  Physician  responses 
to  a survey  conducted  by  Market  Opinion  Re- 
search addressed  this  issue.  Thirty- three  per- 
cent of  physician  respondents  feel  that  there 
are  too  many  doctors  in  their  community.  Only 


11%  believe  there  are  too  few  physicians,  while 
52%  indicate  that  the  current  number  is  about 
right. 

In  contrast,  only  10%  of  public  respondents 
in  a Gallup  Organization  poll  think  there  are 
too  many  doctors  in  their  community,  while 
38%  feel  there  are  too  few  physicians. 

Physicians  in  demographic  categories  that 
have  grown  the  fastest  in  the  last  decade  are 
most  likely  to  report  that  there  are  too  many 
physicians  in  their  community.  These  include: 

• physicians  under  30  years  of  age  vs  all 
other  ages 

• physicians  residing  in  the  western  United 
States  vs  all  other  areas 

• physicians  in  medical  specialties  vs  all 
other  specialties. 

In  terms  of  competition  from  emerging  forms 
of  medical  practice,  physicians  indicate  that 
there  is  substantially  more  growth  in  hospital 
outpatient  services  than  in  any  other  forms  of 
medical  practice,  including  health  mainte- 
nance organizations  (HMOs)  and  independent 
physician  associations  (IPAs). 

Changing  organization  of  physician 
practice.  Physician  acceptance  has  been  a 
major  issue  in  the  growth  of  new  practice 
forms.  The  following  results  suggest  that  ac- 
ceptance is  increasing. 

• Almost  one-fourth  of  physician  respon- 
dents engaged  in  traditional  forms  of  practice 
say  that,  if  asked,  they  would  consider  joining 
an  HMO/IPA  in  the  future. 

• Physicians  perceive  a major  difference  in 
the  effects  of  HMOs  vs  IPAs  on  many  aspects  of 
practice.  This  suggests  that  these  two  types  of 
physician  organization  should  not  be  consi- 
dered identical  or  even  highly  similar  in  the 
ways  they  may  influence  health  care  delivery. 

Employer-provided  health  insurance  op- 
tions. Surveys  conducted  by  Market  Opinion 
Research  and  the  Gallup  Organization  asses- 
sed physician  and  public  reaction  to  proposed 
changes  in  health  insurance  programs.  Physi- 
cian and  public  opinion  on  four  health  insur- 
ance proposals  coincided,  indicating  support 
for: 

• a choice  of  plans  offered  by  employers 

• a choice  of  plans  with  a catastrophic 
minimum 

• a choice  of  plans  with  a rebate  option. 

However,  both  physicians  and  the  public 

strongly  reject  a limit  on  premiums  that  em- 
ployers can  deduct  as  a business  expense.  □ 
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MEDICAL-LEGAL  SEMINARS 


1982  SCHEDULE 


May  12 

Medical 

Office 

Management 

Joplin,  MO 

June  22 

Telephone  Collecting 

Wichita  Falls, TX 

June  23 

Medical 

Office 

Management 

Wichita  Falls,  TX 

July  14 

Medical  Office  Management 

McAlester 

July  28 

Medical 

Office 

Management 

Enid 

July  30 

Medical 

Office 

Management 

Woodward 

Aug.  4 

Medical 

Office 

Management 

Oklahoma  City 

August  5 

Medical 

Office 

Management 

Ardmore 

August  17 

Medical 

Office 

Management 

Bartlesville 

August  19 

Medical 

Office 

Management 

Tulsa 

August  26 

Medical 

Office 

Management 

Lawton 

August  31 

Medical 

Office 

Management 

Muskogee 

September  29 

Medical 

Record  Law 

Oklahoma  City 

SUMMER  TOUR 


July  17-24 


Cancun,  Mexico  7 Day  Tour 

($399  Per  Person,  Double  Occupancy)  5 Day  Seminar 


For  registration  information  write: 
Ed  Kelsay 

% Medical-Legal  Seminars 
5131  Classen  Blvd.,  Suite  212 
Oklahoma  City,  OK  73118 
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Deaths 

FRANCES  P.  NEWUN,  MD 
1897-1982 

Frances  P.  Newlin,  MD,  former 
Vice-President  of  the  Oklahoma  State 
Medical  Association,  died  February  16, 
1982.  Dr.  Newlin  was  a retired,  Shaw- 
nee general  practitioner.  She  was 
graduated  from  the  University  of 
Oklahoma  College  of  Medicine  in  1921 
and  established  her  practice  in  Shaw- 
nee in  1929.  She  was  a Life  Member  of 
the  OSMA. 

JOSEPH  F.  MESSENBAUGH,  MD 
1911-1982 

Retired  Oklahoma  City  surgeon, 
Joseph  F.  Messenbaugh,  MD,  died 
March  12,  1982.  Dr  Messenbaugh  was 
graduated  from  the  University  of 
Oklahoma  College  of  Medicine  in  1933, 
where  he  later  became  professor  of 
surgery  . His  practice  was  established 
in  Oklahoma  City  and  in  1975  he  was 
awarded  the  title  of  professor  emeritus 
of  surgery  by  his  school  of  graduation. 
He  was  a member  of  the  American  Col- 
lege of  Surgeons,  Southwest  Surgical 
Congress  and  a Life  Member  of  the 
Oklahoma  State  Medical  Associa- 
tion. □ 


Free-living  Form  of  Cholera 
May  Be  Endemic  to  Guif  Coast 

Cholera  has  made  a reappearance  in  the 
low-lying  coastal  areas  near  the  Gulf  of  Mex- 
ico, raising  concern  that  the  causative  bacteria 
may  be  endemic  to  this  region  of  the  country. 

Sporadic  cases  of  cholera  have  been  reported 
in  Texas  and  Louisiana  since  1973,  after  a 
sixty-year  hiatus,  according  to  an  account  of 
two  recent  cases  in  th.e  Journal  of  the  American 
Medical  Association. 

A team  of  investigators,  headed  by  Michael 
T.  Kelly,  MD,  of  the  University  of  Texas  Medi- 
cal Branch  at  Galveston,  found  that  water  and 
mud  samples  taken  from  the  area  where  the 
two  Texas  patients  lived  contained  the  offend- 


IN  MEMORIAM 


1981 

Gilbert  L.  Hyroop,  MD 

April  15 

Leo  A.  Myers,  MD 

April  19 

J.  Holland  Howe,  MD 

April  20 

Harold  M.  McClure,  MD 

April  27 

Sam  W.  Hendrix,  MD 

May  12 

Roger  C.  Good,  MD 

June  16 

Frederick  G.  Dorwart,  MD 

June  16 

Joseph  W.  Kelso,  MD 

June  18 

Rufus  K.  Goodwin,  MD 

June  25 

Orville  C.  Armstrong,  MD 

July  9 

Charles  F.  Paramore,  MD 

July  10 

James  D.  Reynard,  MD 

July  21 

Mark  R.  Everett,  PhD 

August  1 7 

Khalil  Ahmad,  MD 

August  22 

M.  H.  Haskell,  MD 

August  30 

C.  F.  Foster,  Jr.,  MD 

October  11 

E.  E.  Shircliff,  MD 

October  23 

S.  N.  Stone,  Jr.,  MD 

November  9 

James  R.  Barnes,  MD 

December  13 

E.  Rankin  Denny,  MD 

December  16 

John  P.  Grimes,  MD 

December  24 

1982 

James  T.  Maddox,  MD 

February  21 

Frances  P.  Newlin,  MD 

February  16 

Joseph  F.  Messenbaugh,  MD 

March  12 

□ 

ing  organisms. 

Even  though  both  patients  had  been  exposed 
to  the  water,  the  investigators  could  not  say 
with  absolute  certainly  that  it  was  the  source 
of  the  patients’  infection.  Most  of  the  other  re- 
cent cases  of  cholera  in  the  Unites  States  have 
been  associated  with  the  consumption  of  raw 
oysters  and  inadequately  cooked  crabs,  pre- 
sumably taken  from  water  supplies  contami- 
nated by  sewage. 

The  findings  in  the  Texas  cases  support  the 
suggestion  that  the  bacteria  responsible  for 
cholera  may  be  capable  of  existing  and  multi- 
plying in  the  Gulf  Coast  environment  in  a 
free-living  form.  If  so,  this  means  that  cholera 
can  be  contracted  directly  from  water  sources 
in  certain  Texas  coastal  regions.  □ 
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Fabulous  Money  Machine? 


If  you  owned  a machine  that  printed  a brand  new  $500  bill  each  week,  you'd  be  most  fortunate  wouldn't  you?  But,  what  if  this 
very  special  machine  had  parts  that  could  not  be  replaced?  As  a prudent  person  in  control  of  such  a machine  you  would  want 
some  assurance  that  if  the  machine  stopped  producing  $500  bills,  you  could  still  receive  them,  wouldn't  you? 


Physicians  are  high-achieving  professional  breadwinners  and  can  be  compared  to  "money  machines " But,  they  are  also 
human  beings,  who  because  of  their  profession,  have  a greater  than  average  understanding  of  the  prospects  of  unexpected 
accidents  and  illnesses  which  can  impair  or  destroy  their  income  producing  ability. 


Through  the  Oklahoma  State  Medical  Association  Group  Disability  Program,  you  have  the  opportunity  to  obtain  assurance  of 
uninterrupted  income  if  your  health  should  fail. 


Three  plans  are  available.  Plan  L-65  pays  accident  benefits  for  lifetime  Sickness  benefits  are  payable  to  age  65,  or  for  a 2-year 
maximum  period  if  disability  begins  between  ages  63  and  70  Benefits  are  payable  for  10  years  based  on  being  unable  to 
perform  every  duty  of  your  occupation,  thereafter,  based  on  being  unable  to  perform  the  duties  of  any  gainful  occupation  for 
which  you  are  reasonably  fitted. 


Semi  Annual  Premium  — 

Benefit  payable  after  8 days  for  sickness,  first  day  for  accidents 

WEEKLY 

UNDER 

AGE 

AGE 

AGE 

AGE 

Plan 

INDEMNITY 

AGE  30 

30-39 

40-49 

50-59 

60-69 

L-65 

$500  00 

$301  50 

$346  50 

$476  50  $641.50 

$418  50* 

400  00 

241.50 

277.50 

381.50 

513.50 

418  50* 

300  00 

181.50 

208.50 

286.50 

385:50 

418  50 

200  00 

121.50 

139  50 

191  50 

257.50 

279.50 

100  00 

61.50 

70  50 

96  50 

129.50 

140.50 

For  full  particulars,  contact 

JANE  GRIFFITH 

C.  L PRATES  & COMPANY,  INC. 

Administrator,  OSMA  Group  Insurance  Plans 
720  N.W.  50th  Street.  Oklahoma  City.  OK  73118  (405)  848-7661 


New  OSMA  Public  Service 
Spots  Focus  on  Diets 
and  Medications 

Two  new  public  service  announcements 
(PSAs)  developed  by  OSMA  are  bringing  the 
public  important  messages  about  sensible  diet- 
ing and  prescription  medicines. 

The  30-second  PSAs  are  now  being  shown  on 
television  stations  throughout  the  state. 
Humor  was  incorporated  into  the  messages  in 
order  to  capture  audience  attention  with  an  en- 
tertaining presentation. 

As  the  sensible  dieting  spot  opens,  a magi- 
cian appears  in  a puff  of  smoke  while  an  an- 
nouncer intones,  "You  won’t  lose  weight  with  a 
lot  of  hocus-pocus.”  With  the  help  of  an  assis- 
tant, the  magician  proceeds  to  materialize  a 
calorie-counting  book  and  nutritional,  low- 
calorie  foods.  "The  secret  is  to  count  calories,” 
the  announcer  says,  "and  the  challenge  is  to 
eat  properly.”  With  a flash,  the  magician  then 
appears  on  a treadmill  in  his  jogging  suit  as 
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the  announcer  concludes,  "The  trick  is  to  exer- 
cise regularly.” 

The  message  points  out  that  there  is  no 
magic  formula  for  weight  loss  and  encourages 
the  audience  to  seek  medical  advice  if  they 
have  questions  about  dieting. 

In  the  prescription  medicines  spot,  a split- 
screen format  and  two  contrasting  characters 
illustrate  the  right  way  and  the  wrong  way  to 
take  prescription  medicines.  A very  neat  and 
proper  woman  follows  her  doctor’s  instructions 
carefully  and  takes  the  correct  dosage  of  her 
medicine,  while  her  neighbor,  a rather  slo- 
venly man,  gobbles  pills  indiscriminately  and 
gulps  medicine  from  a bottle.  The  announcer 
makes  several  important  points:  "Take  the 
dosage  your  doctor  recommends  for  as  long  as 
your  doctor  says”;  "Don’t  mix  old  prescriptions 
with  new  ones”;  "Always  make  sure  your  doc- 
tor knows  about  all  other  medicines  you  are 
taking.” 

In  the  final  scene,  the  "wrong-way”  patient 
breaks  through  the  wall  to  reach  for  his 
neighbor’s  medicine,  only  to  have  his  hand 
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slapped  as  the  announcer  makes  the  point, 
"Never  use  someone  else’s  medicine.”  The  mes- 
sage concludes  by  advising  the  audience  that 
following  the  doctor’s  instructions  is  the  best 
way  to  get  well  and  stay  well. 

Both  of  the  new  public  service  announce- 
ments were  produced  by  Jordan  Associates,  the 
firm  responsible  for  five  other  highly  success- 
ful OSMA  public  service  messages  produced 
over  the  past  few  years.  □ 


PLICO  Health  Members  Top  Goal 
As  Open  Enrollment  Is  Extended 

Enrollment  continues  to  increase  dramati- 
cally in  PLICO  Health,  the  OSMA-owned 
health  insurance  program  for  association 
members,  their  families,  and  their  employees 
and  dependents.  Nearly  7,000  persons  have 
subscribed  to  the  policy  since  February  1. 

"The  response  has  been  sensational,”  said  C. 
Alton  Brown,  MD,  president  of  the  company. 
"Our  initial  goal  was  4,000  enrollees,  enough 
to  assure  us  of  financial  integrity.  With  nearly 
twice  that  number  enrolled,  we  are  confident  of 
a successful  insurance  operation.” 

The  establishment  of  PLICO  Health  was  au- 
thorized by  the  OSMA  Board  of  Trustees  in 
November  1981.  The  company  was  organized 
because  of  escalating  premiums  in  commercial 
insurance  markets  and  because  coverage  of- 
fered to  many  OSMA  members  was  unduly  re- 
strictive. 

The  PLICO  plan  includes  a special  "wellness 
bonus”  and  offers  physicians  the  opportunity  to 
disprove  the  insurance  industry’s  contention 
that  physicians  and  their  families  overutilize 
medical  services. 

On  March  21,  the  PLICO  Board  of  Directors 
approved  the  extension  of  the  PLICO  open  en- 
rollment period  to  July  1 of  this  year.  This 
means  that  persons  who  enroll  in  PLICO  by 
that  date  will  not  be  required  to  show  evidence 
of  insurability.  This  provision  applies  even 
though  coverage  under  PLICO  may  begin  at  a 
later  date.  Anyone  enrolling  after  July  1 will 
be  required  to  provide  evidence  of  insurability. 

The  PLICO  board  also  heard  a report  on  the 
company’s  progress  from  Eugene  Feild,  MD, 
who  has  been  appointed  by  Dr  Brown  to  head  a 
committee  that  will  monitor  and  review  the  ac- 
tivities of  PLICO  Health.  □ 


Cost  Effectiveness  Projects 
To  Be  Tested  in  75  Hospitals 

Seventy-five  hospitals  throughout  the 
United  States  will  serve  as  demonstration  sites 
to  evaluate  and  implement  a limited  number  of 
clinical-administrative  cost  effectiveness  pro- 
jects in  the  American  Medical  Association’s 
new  Cost  Effectiveness  Evaluation  Network. 

The  primary  purpose  of  the  network  is  to  de- 
velop and  test  practical  cost  effectiveness  ac- 
tivities in  hospitals.  For  each  successful  cost 
effectiveness  activity,  the  network  will  develop 
a project  implementation  kit  to  be  made  avail- 
able to  other  hospitals  interested  in  the  project 
activity  findings. 

The  network  is  supervised  by  the  AMA 
Council  on  Medical  Services  Subcommittee  on 
Cost  Effectiveness.  Representatives  of  the 
American  Hospital  Association  and  the  Feder- 
ation of  American  Hospitals  will  participate  in 
subcommittee  discussions.  □ 

Commission  Seeks  Lead  on  Drugs 
For  Treatment  of  Rare  Diseases 

The  Pharmaceutical  Manufacturers  Associa- 
tion (PMA)  Commission  on  Drugs  for  Rare 
Diseases  is  conducting  a search  for  information 
on  "orphan”  drugs  and  devices — those  that 
have  potential  for  treating  rare  diseases  but 
are  not  generally  available  to  practicing  physi- 
cians or  to  patients. 

The  commission  has  mailed  3,000  brochures 
on  the  project  to  research  institutions,  volun- 
tary health  organizations,  firms,  and  govern- 
ment agencies,  inviting  submission  of  informa- 
tion or  research  leads  on  promising  com- 
pounds. 

Each  submission  will  be  evaluated  by  the 
commission,  and  those  found  to  have  promise 
will  be  brought  to  the  attention  of  potential 
sponsors,  including  pharmaceutical  firms,  for 
possible  additional  research  and  commercial 
development. 

The  commission  is  made  up  of  seven  senior 
research  executives  from  the  pharmaceutical 
industry.  Commission  meetings  are  attended 
by  representatives  from  the  Food  and  Drug 
Administration,  National  Institutes  of  Health, 
and  Centers  for  Disease  Control. 

Brochures  explaining  the  project  may  be  ob- 
tained from  the  PMA  Commission  on  Drugs  for 
Rare  Diseases,  1155  15th  Street,  NW, 
Washington,  DC  20005.  □ 
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HEALTH 


FOUR  MILLION  DOLLARS 
WORTH  OF  CONFIDENCE! 

In  just  two  months,  over  1,500  members  of  the  Oklahoma 
State  Medical  Association  and  about  3,000  ph\;sicians’ 
employees  have  made  the  health  insurance  switch  to  PLICO 
HEALTH  — the  company  they  know  and  trust.  When  their 
insured  family  members  are  considered,  PLICO  now  protects 
over  9,000  persons  within  Oklahoma’s  medical  community. 

The  total  yearly  premium  generated  by  this  overwhelming 
vote  of  confidence  now  exceeds  $4,000,000.  A real  boost  to 
PLICO’s  high-participation  goal  — and  a collective  annual 
savings  to  our  supporters  of  more  than  $1,000,000.  (That’s 
about  how  much  the  monthly  premiums  of  PLICO  HEALTH 
cut  below  those  of  our  competitors.) 

And  each  day’s  mail  brings  with  it  a substantial  new  infusion 
of  enrollment  cards.  PLICO  HEALTH’S  instant  stature  is  an 
unprecedented  success  story  — and  our  steady  growth  rate 
holds  promise  of  an  even  brighter  place  in  the  Oklahoma  sun. 

PLICO  is  enduringly  committed  to  the  objective  of  pro- 
viding the  broadest  of  policy  benefits  at  the  lowest  possible 
cost.  And  we’re  strong  on  “fair  play”  too.  (We  look  for  ways  to 
pay  claims  — not  to  deny  them.) 

If  you’re  a PLICO  HEALTH  convert  - THANKS!  If  not, 
please  give  our  friendly  sales  staff  a call  — an  attractive 
premium  quotation  will  be  prepared  for  your  office  and  any 
questions  you  may  have  will  be  expertly  answered. 

More  good  news!  The  deadline  for  enrolling  in  PLICO 
HEALTH  without  evidence  of  insurability  has  been  extended 
to  July  1st. 


PLICO  HEALTH  IS  A DIVISION  OF 
THE  PHYSICIANS  LIABILITY  INSURANCE  COMPANY 

P.O.  Box  18171,  Oklahoma  City,  OK  73154,  405/843-0215 
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Miscellaneous  Advertisements 


EMERGENCY  PHYSICIANS  — Oklahoma, 
Kansas,  Missouri.  Emergency  medicine  posi- 
tions available  in  metropolitan,  rural  and  re- 
creational areas.  Flexible  scheduling  allowing 
personal  time  off.  Competitive  compensation 
varying  with  facility  and  patient  volume. 
Training  and/or  experience  in  emergency 
medicine,  family  practice  or  internal  medicine. 
Forward  CV  or  call  Gina  Taylor,  Emergency 
Medicorp,  P.A.,  1950  East  Santa  Fe,  Olathe, 
Kansas  66062.  (800)  255-6160  or  (913) 
764-6160. 


CLAY  ADAMS  LAB  EQUIPMENT. 
Reasonably  priced,  $4,800.  1.  Cell  counter 
HA-4,  2.  chemistry  analyzer,  Accustat.  Approx- 
imately two  years  old.  Excellent  condition. 
Call  (405)  751-7003. 


OFFICE  FULL  OF  NICE  EQUIPMENT 
FOR  SALE  — reasonably  priced.  Retired.  Dr 
Glass,  (417)  235-7448,  402  Grand,  Monett,  MO 
65708. 


’79  VETTE— SHOWROOM  CONDITION. 
White  with  red  leather  interior  — all  options. 
New  GT  radial  tires  and  turbine  wheels, 
$12,500.  Call  681-7363. 


SIEMENS  SYSTEM,  used,  has  been  refur- 
bished and  will  be  installed  by  Siemens  as  new. 
Equipment  consists  of:  R/F  system  with  image 
intensifier,  TV  monitor  and  9015  table. 
$105,000.  Call  (405)  536-2317. 


FAMILY  PRACTICE  — SOUTHWEST 
MISSOURI.  Modern  and  progressive  50- bed 
hospital.  Good  coverage  and  financial  guaran- 
tees. Small  community  in  the  Ozarks  close  to 
medium  size  city.  Call  Karlman  Associates, 
680  Beach  Street,  Suite  348,  San  Francisco,  CA 
94109,  (415)  775-1657. 


EXPANDING  24-PHYSICIAN  MULTI- 
SPECIALTY CLINIC  in  booming  economic 
area  has  an  immediate  opening  for  an 
ophthalmologist,  general  surgeon,  OB/GYN 
and  internist.  Other  specialty  areas  needed  as 
expansion  is  completed  in  1983.  Inquiries  con- 
fidential. Send  CV  and  three  references  to:  Re- 
cruiting Coordinator,  Chickasha  Clinic,  P.O. 
Box  1069,  Chickasha,  OK  73018. 


FAMILY  PRACTICE  OPPORTUNITIES  in 
Southeast  Kansas  and  in  several  areas  of  Mis- 
souri. Solo,  group  or  associated  practice.  Im- 
mediate openings.  Please  call  Deanna  Feld- 
man, Health  Resources,  Ltd.  (816)  587-0920. 


A full  range  of 
treatment .... 

As  an  Air  Force  Physician,  you  may 
practice  your  specialty  in  modern,  well- 
equipped  facilities  with  a complete  support 
staff. 

In  addition  to  the  wide  spectrum  of  clinical 
experience  you'll  gain,  you'll  have  adminis- 
trative support  to  alleviate  most  of  the 
clerical  workload.  The  type  of  medicine  you 
will  practice  is  based  on  the  needs  of  your 
patients,  regardless  of  their  financial  status. 

For  yourself  and  your  family.  Air  Force 
medicine  will  provide  reasonable  working 
hours,  excellent  pay,  30  days  of  paid  vacation 
each  year,  and  many  other  benefits. 

Consider  the  Air  Force  Medical  Corps  — a 
reasonable  alternative  for  today's  physicians. 
For  complete  information  contact: 

Jeannie  M.  Kearney,  Lt.  USAF,  MSC 
Call  Collect  (405)  231-5247 
711  Stanton  L.  Young  Blvd.,  Suite  111 
Oklahoma  City,  OK  73104 

Air  Force.  A great  way  of  life. 
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This  publicaticxi 
is  av^aUe  in  microfornri. 


University  Microfilms  International 

Please  send  additional  information  for 

(name  of  publication) 
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Street 

City 

State  Zip 


300  North  Zeeb  Road 
Dept.  RR. 

Ann  Arbor,  Mi.  48106 
U.S.A. 


30-32  Mortimer  Street 
Dept.  PR. 

London  WIN  7RA 
England 


First  Oass 
First  Aid 


Recommmd 


Broad-spectrum  antibacterial  11  • Handy  applicator  tip 


DESCRIPTION;  Each  gram  contains:  Aerosporin’  (Polymyxin  B Sulfate)  5,000  units, 
bacitracin  zinc  400  units,  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base): 
special  white  petrolatum  qs;  in  tubes  of  1 oz  ancf  % oz  and  Yj?  oz  (approx.)  foil  packets. 
INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated),  for 
topical  Infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in:  • infected 
burns,  skin  grafts,  surgical  Incisions,  otitis  externa  ■ primary  pyodermas  (impetigo, 
ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily  infected  dermatoses  (eczema,  herpes, 
and  seborrheic  dermatitis)  • traumatic  lesions,  inflamed  or  suppurating  as  a result  of 
bacterial  infection.  Prophylactically.  the  ointment  may  be  used  to  prevent  bacterial  contami- 
nation in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 
permit  wound  healing. 

CONTRAINDICATIONS:  Not  tor  use  in  the  eyes  or  In  the  external  ear  canal 
it  the  eardrum  is  perforated.  This  product  is  contraindicated  in  those  individuals 
who  have  shown  hypersensitivity  to  any  of  its  components. 

WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due 
to  neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of  neo- 


1 


u/fatt 


Burroughs  Wellcome  Co. 
Research  Triangle  Park 
North  Carolina  27709 


mycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is  affected, 
especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other  aminoglycoside 
antibiotics  concurrently,  not  more  than  one  application  a day  is  recommended. 

When  using  neomycin-containing  products  to  control  secondary  infection  in  the  chronic 
dermatoses,  it  should  be  borne  in  mind  that  the  skin  is  more  liable  to  become  sensitized  to 
many  substances,  including  neomycin.  The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry  scaling  and  itching;  it  may  be  manifest  simply 
as  a failure  to  heal.  During  long-term  use  of  neomycin-containing  products,  periodic  exami- 
nation for  such  signs  is  advisaole  and  the  patient  should  be  toliTto  discontinue  the  product 
it  they  are  observed.  These  symptoms  regress  quickly  on  withdrawino  the  nieoication. 
Neomycin-containing  applications  should  be  avoided  for  that  patient  thereafter. 
PRECAUTIDNS:  As  with  other  antibacterial  preparations,  prolonoec  use  may  result  in 
overgrowth  of  nonsusceptible  organisms,  including  fungi  "ippropriate  measures 
should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncomme  n cutaneous  sensitizer.  Arficles 
in  the  current  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin  Ototoxicity  and  nephrotoxicity  have  been  reported  (see  Warning  section). 
Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


ibuproten,  Upjohn 

600 mg  Tablets 


More  coiii^er^nt  for  your  patients 


The  Upjohn  Company  • Kalamazoo,  Michigan  49001  USA 
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ALL  ABOUT  OIL 


An  Intensive  2-day 
presented  in: 

Introduction 

to  the  Oil  & Gas 

Industry. 

TULSA 

Sept.  15-16 

i Dec.  1-2 

OKLAHOMA  CITY 

May  25-26 

Aug.  25-26 

Oct.  13-14 

HOUSTON 

May  11-12 

Aug.  18-19 

Nov.  17-18 

DENVER 

Aug.  11-12 

Nov.  3-4 

ALL  ABOUT  OIL  is  a broad,  basic  overview  designed  for  those  working  in  or  with  the  oil 
and  gas  industry  who  would  like  to  have  a comprehensive  understanding  of  what  the  in- 
dustry is  really  all  about-from  how  oil  and  gas  is  found  to  how  it  gets  to  the  consumer  and 
much,  much  more. 

Topics  presented  include:  HOW  IT  ALL  BEGAN  • TOOLS  OF  THE  TRADE  • DRILLING 
AND  COMPLETION  • OFFSHORE  OPERATIONS  • PRODUCTION  • STORAGE  • PIPELIN- 
ING • REFINING  • MARKETING  • PETROCHEMICALS  • ENERGY  FOR  THE  FUTURE. 

The  seminar  is  presented  in  clear,  easy  to  understand  language  by  Dr.  Kenneth  E. 
Anderson,  and/or  members  of  his  staff,  author  of  many  publications  including  MODERN 
PETROLEUM  - A BASIC  PRIMER  OF  THE  INDUSTRY.  Published  by  the  Oil  and  Gas  Jour- 
nal, it  is  today's  most  widely  accepted  book  on  petroleum  - in  use  by  students  and  in- 
dustry in  more  than  30  states  and  10  countries. 

ALL  ABOUT  OIL  has  proven  valuable  to  ACCOUNTANTS  • ATTORNEYS  • BANKERS  • 
ADMINISTRATIVE  AND  MARKETING  PERSONNEL  • GOVERNMENT  JREPRESEN- 
TATIVES  • INVESTORS  • SUPPLIERS  AND  SUBCONTRACTORS  • INSURORS  • NEW 
EMPLOYEES  • STUDENTS  • JOURNALISTS  and  all  those  wishing  to  gain  a more 
thorough  knowledge  of  the  energy  industry. 

The  registration  fee  includes  an  autographed  hardcover  copy  of  the  text  plus  all  course 
material. 

HOTEL  LOCATIONS  FURNISHED  UPON  REOUEST 


To  register  return  coupon  to: 
Anderson  Petroleum  Services,  Inc. 
P.O.  Box  1146 
Stillwater,  OK  74076 


I wish  to  attend  ALL  ABOUT  OIL  in 


nn 

(City) 


(Date) 


Name(s)  . Firm 

Address 

City State Zip 

Phone  Fnrinsed  is  my  money  order  check  for  $.TS5 

($340.00  each  if  3 or  more  from  the  same  company  attend) 

Charge  my  Visa Mastercard Exp  Date 

Account  no.  Signature 

(Prices  effective  until  Dec.  31,  1982.  Only  those  with  prepaid  reservations  will  be  guaranteed  a seat.) 
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Candidates  for 

nutritional  therapy..! 


10,000,000 

alcoholics.  Ethanol  may 

produce  many  effects  that 
together  bring  about  nutritional 
deficiencies,  so  that  alcoholism 
affects  nutrition  at  many  levels.' 


25,500,000  geriatric 

patients.  The  older  patient 
may  have  some  disorder  or  socio- 
economic problem  that  can 
undermine  good  nutrition.^ 


23,500,000  surgica 

patients.  Nutritional  statiw 

can  be  compromised  by  the 
trauma  of  surgery;  and  some 
operations  interfere  with  the 
ingestion,  digestion  and  absorp- 
tion of  food.^ 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Each  Berocca*  Plus  tablet  contains  5000  lU 
vitamin  A (as  vitamin  A acetate),  30  lU 
vitamin  E (as  d/-alpha  tocopheryl  acetate). 
500  mg  vitamin  C (ascorbic  acid),  20  mg 
vitamin  B|  (as  thiamine  mononitrate). 

20  mg  vitamin  B.  (riboflavin).  1(X)  mg 
niacin  (as  niacinamide).  25  mg  vitamin  B^ 
(as  pyridoxine  HCI).  0.15  mg  biotin,  25  mg 
pantothenic  acid  (as  calcium  pantothe- 
nate), 0.8  mg  folic  acid.  50  meg  vitamin  Bi. 
(cyanocobalamin).  27  mg  iron  (as  ferrous 
fumarate).  0.1  mg  chromium  (as  chromium 
nitrate).  50  mg  magnesium  (as  magnesium 
oxide).  5 mg  manganese  (as  manganese 
dioxide),  3 mg  copper  (as  cupric  oxide). 
22.5  mg  zinc  (as  zinc  oxide). 


Indications:  Prophylactic  or  therapeutic 
nutritional  supplementation  in  physio- 
logically stressful  conditions,  including 
conditions  causing  depletion,  or  reduced 
absorption  or  bioavailability  of  essential 
vitamins  and  minerals;  certain  conditions 
resulting  from  severe  B-vitamin  or  ascor- 
bic acid  deficiency;  or  conditions  resulting 
in  increased  needs  for  essential  vitamins 
and  minerals. 

Contraindications:  Hypersensitivity  to 
any  component. 

Warnings:  Not  for  pernicious  anemia  or 
other  megaloblastic  anemias  where  vita- 
min B|2  is  deficient  Neurologic  involve- 
ment may  develop  or  progress,  despite 
temporary  remission  of  anemia,  in  patients 
with  vitamin  B|.  deficiency  who  receive 
supplemental  folic  acid  and  who  arc  inade- 


quately treated  with  B].. 

I^ecautions:  General:  Certain  condition: 
may  require  additional  nutritional  suppli 
mentation.  During  pregnancy,  suppicme 
tation  with  vitamin  D and  calcium  may  f 
required.  Not  intended  for  treatment  of 
severe  specific  deficiencies.  Information 
for  the  Patient:  Toxic  reactions  have  beet  . 
reported  with  injudicious  use  of  certain 
vitamins  and  minerals.  Urge  patients  to 
follow  specific  dosage  instructions.  Keep 
out  of  reach  of  children.  Drug  and  Treat- 
ment  Interactions:  As  little  as  5 mg  pyri- 
doxine daily  can  decrease  the  efficacy  of 
Icvodopa  in  the  treatment  of  parkinson- 
ism. Not  recommended  for  patients 
undergoing  such  therapy. 

.\dverse  Reactions:  Adverse  reactions  ha 
been  reported  with  specific  vitamins  and 


5,000,000  hospital 
patients  with 

infections/  Many  are  ano- 
rectic and  may  have  a markedly 
reduced  food  intake.  Supplements 
are  often  provided  as  a prudent 
measure  because  the  vitamin  sta- 
tus of  critically  ill  patients  cannot 
be  readily  determined.^ 


The  incalculable 
millions  on  calorie- 
reduced  diets.  Patients 

ingesting  1000  or  fewer  calories  per 
day  could  be  at  high  risk  because 
this  intake  may  not  supply  most 
nutrients  in  adequate  amounts 
without  supplementation.^ 


Berocca  Plus 

A balanced  formula 
for  prophylactic  or 
therapeutic  nutritional 
supplementation. 

Berocca  Plus  Tablets  provide; 
therapeutic  levels  of  ascorbic  acid 
and  B-complex  vitamins;  supple- 
mental levels  of  biotin,  vitamins 
A and  E,  and  five  important  min- 
erals (iron,  chromium,  manganese, 
copper  and  zinc);  plus  magne- 
sium. Berocca  Plus  is  not  intended 
for  the  treatment  of  specific  vita- 
min and/or  mineral  deficiencies. 

Berocca  Plus, 

highly  acceptable  to 

patients,  has  virtually  no  odor 
or  aftertaste  and  is  economical. 
And  its  “Rx  only”  status  means 
more  physician  involvement,  bet- 
ter patient  compliance. 

References:  1.  Shaw  S.  Lieber  CS:  Nutrition 
and  alcoholism,  chap  40.  in  Modern  Nutri- 
tion in  Health  and  Disease,  edited  by  Good- 
hart  RS.  Shils  ME.  Philadelphia,  Lea  & 
Febiger.  1980.  pp.  1220,  1237.  2.  Watkin 
DM:  Nutrition  for  the  aging  and  the  aged, 
chap.  28,  in  Modern  Nutrition  in  Health  and 
Disease,  op.  cit..  p.  781.  3.  Shils  ME,  Ran- 
dall HT:  Diet  and  nutrition  in  the  care  of 
the  surgical  patient,  chap.  36.  in  Modern 
Nutrition  in  Health  and  Disease,  op.  cit., 
pp  1084,  1089,  1114.  4.  Dixon  RE:  Ann 
Intern  .Med  89  (Part  2):  749-753,  Nov  1978. 

5.  Committee  on  Dietary  Allowances. 
National  Research  Council:  Recommended 
Dietary  Allowances,  ed  9.  Washington. 
National  Academy  of  Sciences,  1980,  p.  13. 


minerals,  but  generally  at  levels  substan- 
tially higher  than  those  in  Berocca  Plus. 
However,  allergic  and  idiosyncratic  reac- 
tions are  possible  at  lower  levels.  Iron, 
even  at  the  usual  recommended  levels, 
has  been  associated  with  gastrointestinal 
intolerance  in  some  patients. 

Dosage  and  Administration:  Usual  adult 
dosage:  one  tablet  daily.  Not  recom- 
mended for  children.  Available  on  pre- 
scription only. 

How  Supplied:  Golden  yellow,  capsule- 
shaped tablets — bottles  of  100. 

ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutfey,  New  Jersey  07110 
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RxONLY 


BeroccaHus 

THE  MULTIVITAMIN/MINERAL  FORMULATION 


While  in  Oklahoma  City, 
stay  at  one  of  these  fine  hotels. 


An  Oklahoma  City  Original 


One  Park  Avenue,  Oklahoma  City,  OK  73101 
(405)  232-4411. 

Or  call  toll  free  (800)  654-4500.  In  Oklahoma  call  (800)  522-3333. 


Member  of  Preferred  Hotels  (800)  323-7500. 


Oklahoma  City’s  newest  downtown  hotel. 


1 \ DOWNTOWN  1 
Where  Oklahoma  City’s  business  day  begins. 

520  West  Main  Street,  Oklahoma  City,  OK  73102 
(405)  232-4444  or  (800)  654-4500.  In  Oklahoma  call  (800)  522-3333, 


Have  the  new  pension  laws  got  you  down? 
Why  employ  when  you  can  lease? 


Staff  leasing  will  reduce  \jour  taxes  and  increase  your  net  earnings 


Your  staff  will  enjoy  superior 
employee-benefits 

• medical  insurance 

• maternity  benefits 

• dental  insurance 

• life  insurance 

• pension  retirement 

• professional  liability  insurance 

• and  more 


Free  yourself  to  select  a benefit 
package  (retirement,  medical  ex- 
pense reimbursement,  insurance, 
etc.)  which  satisfies  and  covers  only 
yourself  without  being  required  to 
provide  the  same  benefits  to  your 
entire  staff. 


• IVe  are  not  an  employment  agency. 

• We  provide  full-time  staffs  for  clinics,  group  practices  and  sole 
practitioners. 

• We  will  either  hire  your  existing  employees  and  lease  them  back 
to  you  or  hire  new  employees  who  are  acceptable  to  you. 

• We  will  save  you  money,  time  and  effort.  You  merely  write  one 
check  a month  and  we  do  all  the  rest. 

• Our  fee  will  be  significantly  less  than  your  present  employee  cost. 


c ^ 

Our  staff  leasing  arrangement  is  also  the  solution  for  clinics  and  group 
practices  which  may  be  in  violation  of  the  new  pension  laws 

\ J 


STAFF  LEASING,  INC. 


The  Staff  Leasing  Company 


IN  TEXAS  CALL 
(214)  343-8682 


IN  OKLAHOMA  CALL 
(405)  943-3310 


POST  OFFICE  BOX  31207 
DALLAS,  TEXAS  75231 


POST  OFFICE  BOX  12373 
OKLAHOMA  CITY,  OKLAHOMA  73157 


Journal  / May  1982  / Volume  75 


XV 


An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brief  SuRimary. 

Consult  the  package  literature  for  prescribing  Information. 
Indications  and  Usage:  Ceclor*  (cefaclor.  Lilly)  is  indicated  in 
the  treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms. 

Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae). 
Haemophilus  influenzae,  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropnate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients  with 
known  allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings;  in  penicillin-Sensitive  patients  cephalosporin 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY  OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS. 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS,  INCLUDING  ANAPHYLAXIS,  TO  BOTH  DRUG  CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Precautions:  If  an  allergic  reaction  to  cefaclor  occurs,  the  drug 
should  be  discontinued,  and.  if  necessary,  the  patient  should  be 
treated  with  appropriate  agents,  e g pressor  amines,  antihistamines, 
or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during 
treatment  with  the  cephalosporin  antibiotics  In  hematologic 
studies  or  in  transfusion  cross-matching  procedures  when 
antiglobultn  tests  are  performed  on  the  minor  side  or  in  Coomb 
testing  of  newborns  whose  mothers  have  received  cephalosporin 
antibiotics  before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  a condition,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehling's  solutions  and  also  with  Clinitest* 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip. 
USP.  Lilly) 

Usage  in  Pregnancy ~MV\o\igt\  no  teratogenic  or  antifertility 
effects  were  seen  in  reproduction  studies  in  mice  and  rats  receiving 
up  to  12  times  the  maximum  human  dose  or  in  ferrets  given  three 
times  the  maximum  human  dose,  the  safety  of  this  drug  for  use  in 
human  pregnancy  has  not  been  established  The  benefits  of  the 
drug  in  pregnant  women  should  be  weighed  against  a possible 
risk  to  the  fetus. 

Usage  in  Infancy-  Safety  of  this  product  for  use  in  infants 
less  than  one  month  of  age  has  not  been  established 
Adverse  Reactions;  Adverse  effects  considered  related  to 
cefaclor  therapy  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70)  and  nausea  and  vomiting 
(1  in  90) 

As  with  other  broad-spectrum  antibiotics,  colitis,  including  rare 
instances  of  pseudomembranous  colitis,  has  been  reported  in 
contunction  with  therapy  with  Ceclor 

Hfliersensitivity  reactions  have  been  reported  in  about  1 5 


percent  of  patients  and  include  morbilliform  eruptions  (1  in  TOO). 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients.  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthntis/arthraigia  and.  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Cklor*  (cefaclor).  Such  reactions  have  been  reported  more 
frequently  in  children  than  in  adults  Signs  and  symptoms  usually 
occur  a lew  days  after  initiation  of  therapy  and  subside  within  a 
few  days  after  cessation  of  therapy  No  serious  sequelae  have 
been  reported  Antihistamines  and  corticosteroids  appear  to 
enhance  resolution  of  the  syndrome 
Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 
Other  effects  considered  related  to  therapy  included  eosinophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in 
100  patients) 

Causal  Relationship  Uncertain abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
Hepatic  - Slight  elevations  in  SCOT.  SGPT.  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic -transient  fluctuations  in  leukxyte  count, 
predominantly  lymphocytosis  occurring  in  mfanis  and  young 
children  (1  in  40) 

Aena/- Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 m 200)  (lOOzeiRi  | 

'Many  authorities  attribute  acute  infectious  exacerbation  of 
chronic  bronchitis  to  either  S pneumoniae  or  H influenzae  * 

Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to 
the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
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Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.’^® 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae.  H.  influenzae,  S,  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.^ 


Cefoc  or 


Pulvules^',  250  and  500  mg 
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m FOR  ONE 

ONEFORv4LL 


ONE  FOR  ALL  - One  tablet  treats  pinworm 
in  any  patient,  regardless  of  age  or  body  weight* 
Obviates  need  to  calculate  individual  dosages. 

A single  tablet  eradicates  pinworm  in  95%  of  patients. 

•Contraindicated  in  pregnant  women  and  in  persons  who  have  shown  hypersensitivity  to  the  drug. 


VERMOX 


CHEWABLE  TABLETS 


JANSSEN 

PHARMACEUTICA 


The"*^!  anthelmintic  for  pinworms  and  many  other  worm  infestations 

Please  see  complete  Prescribing  Information  on  adjacent  page. 


VERMOX?^^^^ 

(mebendazole) 


DESCRIPTION  VERMOX  (mebendazole)  is  methyl  5-benzoylbenzimida- 
zole-2-carbamate. 

ACTIONS  VERMOX  exerts  its  anthelmintic  effect  by  blocking  glucose 
uptake  by  the  susceptible  helminths,  thereby  depleting  the  energy  level  until  it 
becomes  inadequate  for  survival.  In  man.  approximately  2%  of  administered 
mebendazole  is  excreted  in  urine  as  unchanged  drug  or  a pri  mary  metabolite. 
Eollowing  administration  of  100  mg  of  mebendazole  twice  daily  for  three 
consecutive  days,  plasma  levels  of  mebendazole  and  its  primary  metabolite, 
the  2-amine,  never  exceeded  0.03  /xg/ml  and  0.09  /ig/ml.  respectively. 

INDICATIONS  VERMOX  is  indicated  for  the  treatment  of  Trichuris  tri- 
chiura  (whipworm),  Enierohius  vermicularis  (pinworm).  Ascaris  lumbricoides 
(common  roundworm).  Ancylostoma  duodenale  (common  hookworm), 
Necalor  americanus  (.American  hookworm)  in  single  or  mixed  infections. 
Efficacy  varies  as  a function  of  such  factors  as  pre-existing  diarrhea  and 
gastrointestinal  transit  time,  degree  of  infection  and  helminth  strains. 
Efficacy  rates  derived  from  various  studies  are  shown  in  the  table  below: 


Common 


Whipworm 

Roundworm 

Hookworm 

Pinworm 

cure  rates 

mean 

68% 

98% 

96% 

95% 

(range) 

(61-75%) 

(91-100%) 

- 

(90-100%) 

egg  reduction 

mean 

93% 

99.7% 

99.9% 

— 

(range) 

(70-99%) 

(99.5%-100%) 

- 

- 

CONTR.AINDICATION'S  VERMOX  is  contraindicated  in  pregnant  women 
(see  Pregnancy  Precautions)  and  in  persons  who  have  shown  hypersensitivity 
to  the  drug. 

PRECAl'TIONS  PREGNANCY:  VERMOX  has  shown  embryotoxic  and 
teratogenic  activity  in  pregnant  rats  at  single  oral  doses  as  low  as  10  mg/kg. 
Since  VERMOX  may  have  a risk  of  producing  fetal  damage  if  administered 
during  pregnancy,  it  is  contraindicated  in  pregnant  women. 

PEDIATRIC  USE:  The  drug  has  not  been  extensively  studied  in  children 
under  two  years;  therefore,  in  the  treatment  of  children  under  two  years  the 
relative  benefit/ risk  should  be  considered. 

AD\TRSE  REACTIONS  Transient  symptoms  of  abdominal  pain  and 
diarrhea  have  occurred  in  cases  of  massive  infection  and  expulsion  of  worms. 

DOSAGE  AND  ADMINISTRATION  The  same  dosage  schedule  applies  to 
children  and  adults.  The  tablet  may  be  chewed,  swallowed  or  crushed  and 
mixed  with  food.  For  the  control  of  pinworm  (enterobiasis),  a single  tablet  is 
administered  orally,  one  time.  For  the  control  of  common  roundworm 
(ascariasis).  whipworm  (trichuriasis),  and  hookworm  infection,  one  tablet  of 
VERMOX  is  administered,  orally,  morning  and  evening,  on  three  consecutive 
days.  If  the  patient  is  not  cured  three  weeks  after  treatment,  a second  course  of 
treatment  is  advised.  No  special  procedures,  such  as  fasting  or  purging,  are 
required. 

HOW  SCPPLIED  VERMOX  is  available  as  chewable  tablets,  each  contain- 
ing 100  mg  of  mebendazole,  and  is  supplied  in  boxes  of  twelve  tablets. 
VERMOX  (mebendazole)  is  an  original  product  of  Janssen  Pharmaceutica, 
Belgium. 

US  Patent  3,657,267 
December  1979 
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Cyclapen®-W  (cyclacillin) 

Indications 

Cyc/ocd/tn  has  less  in  vitro  activity  than  other  drugs  in  the  ompicil- 
lin  class  and  its  use  should  be  confined  to  these  mdicotions:  Treat- 
ment ol  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  coused  by  Group  A beta- 
hemolytic  streptococci 

Bronchitis  ond  pneumonic  caused  by  S.  pneumonioe  (for- 
merly D.  pneumonioe) 

Otitis  medio  caused  by  S.  pneumonioe  (formerly  D.  pneu- 
monioe), H.  influenzae,  ond  Group  A beta-hemolytic 
streptococci 

Acute  exacerbotion  of  chronic  bronchitis  caused  by  H. 
influenzae* 

'Though  clinicol  improvement  hos  been  shown,  bocteriologic 
cures  cannot  be  expected  in  all  patients  with  chronic  respira- 
tory disease  due  to  H.  infiuenzoe. 

SKIN  AND  SKIN  STRUCTURES  (integumentory)  infections  coused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
penicillinase  producers. 

URINARY  TRACT  INFECTIONS  caused  by  E.  coli  and  P.  mirobilis. 
(This  drug  should  not  be  used  in  any  E.  coli  and  P.  mirabilis 
infections  other  thon  urinory  tract.) 

NOTE:  Perform  cultures  and  susceptibility  tests  initiolly  ond  dur- 
ing treotment  to  monitor  effectiveness  of  therapy  or»d  susceptibil- 
ity of  bocterio.  Therapy  may  be  instituted  prior  to  results  of 
sensitivity  testing. 

Contraindications  Controindicated  in  individuals  with  history  of 
on  ollergic  reaction  to  penicillins. 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  in- 
dications listed  herein. 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class.  However,  clinical  trials  demonstroted  it  is 
efficacious  for  recommended  indications. 

Serious  and  occasional  fatal  hypersensitivity  (anaphylac- 
toid) reactions  have  been  reported  in  potients  on  penicil- 
lin. Although  anaphylaxis  is  more  frequent  following 
parenteral  use,  it  has  occurred  in  patients  on  oral  penicil- 
lins. These  reactions  are  more  apt  to  occur  in  individuals 
with  history  of  sensitivity  to  multiple  allergens.  There  are 
reports  of  patients  witn  history  of  penicillin  hypersen- 
sitivity reactions  who  experienced  severe  hypersensitivity 
reoctions  when  treated  with  a cephalosporin.  Before  peni- 
cillin therapy,  carefully  inquire  about  previous  hypersen- 
sitivity reactions  to  penicillins,  cephalosporins  and  other 
allergens.  If  allergic  reaction  occurs,  discontinue  drug  and 
initiate  appropriate  therapy.  Serious  anaphylactoid  reac- 
tions require  immediate  emergency  treatment  with  epine- 
phrine. Oxygen,  i.V.  steroids,  oirway  management, 
mcludina  intubation,  should  also  be  administered  as 
indicatea. 

Precautions  Prolonged  use  of  antibiotics  moy  promote  over- 
growth of  nonsusceptible  organisms.  If  superintection  occurs, 
toke  appropriate  meosures. 

PREGNANCY:  Pregnoncy  Cotegory  B.  Reproduction  studies  per- 
formed in  mice  and  rots  ot  doses  up  to  10  times  the  humon  dose 
reveoled  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin.  There  are,  however,  no  odequote  ond  well-con- 
trolled studies  in  pregnant  women.  Becouse  onimol  reproduction 
studies  are  not  olwoys  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed. 

NURSING  MOTHERS:  It  is  not  known  whether  this  drug  is  ex- 
creted in  humon  milk.  Because  many  drugs  are,  exercise  caution 
when  cyclacillin  is  given  to  o nursing  womon. 

Adverse  Reoctions  Oral  cyclacillin  is  generally  well  tolerated. 
As  with  other  penicillins,  untoward  sensitivity  reactions  ore  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
nypersensitivity  or  with  history  of  ollergy,  osthmo,  hcjy  fever,  or 
urticario.  Adverse  reoctions  reported  witn  cyclacillin:  diorrheo  (in 
approximately  1 out  of  20  patients  treoted),  nouseo  ond  vomiting 
(in  opproximately  1 in  50),  ond  skin  rash  (in  opproximately  1 in 
60).  Isolated  instances  of  heodoche,  dizziness,  abdominal  poin, 
vaginitis,  ond  urticaria  hove  been  reported.  (See  WARNINGS) 
Other  less  frequent  odverse  reactions  which  may  occur  and  ore 
reported  with  other  penicillins  ore  anemic,  thrombocytopenic, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and  eosino- 
philic. These  reactions  ore  usuolly  reversible  on  discontinuation  of 
theropy. 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have 
been  reported. 

As  with  antibiotic  theropy  generally,  continue  treatment  at  leost 
48  to  72  hours  after  potient  becomes  asymptomatic  or  until  boc- 
teriol  eradicotion  is  evidenced.  In  Group  A beta-hemolytic 
streptococcol  infections,  ot  least  10  doys'  treatment  is  recom- 
mended to  guard  ogoinst  risk  of  rheumotic  fever  or  glomerulorse- 
phritis.  In  chronic  urinory  troct  infection,  frequent  bocteriologic 
and  clinical  appraisal  is  necessary  during  theropy  and  possibly 
for  several  months  ofter.  Persistent  infection  may  require  treat- 
ment for  severol  weeks. 


Cyclociltin  is  not  indicoted  in  children  under  2 months  of  age. 
Patients  with  Reno/  Foifure  Cyclacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function.  Due  to  prolor>ged  serum 
holf-life,  potients  with  various  degrees  of  renal  impairment  may 
require  change  in  dosoge  level  (see  DOSAGE  AND  ADMINIS- 
TRATION in  pockoge  insert). 

Dosage  (Give  in  equally  spaced  doses) 

INFECTION 

ADULTS 

CHILDREN* 

Respirotory 

Tract 

Tonsillitis  & 
Phoryngitis 

250  mg  q.i.d. 

body  weight  < 20  kg 
(44  lbs)  125  mg  t.i.d. 

Bronchitis  ond 
Pneumonia 

body  weight  > 20  kg 
(44  lbs)  250  mg  t.i.d. 

Mild  or 

Moderote 

Infections 

250  mg  q.i.d. 

50  mg/kg/doy  q.i.d. 

Chronic 

Infections 

500  mg  q.i.d. 

100  mg/kg/doy  q.i.d. 

Otitis  Medio 

250  mg  to  500  mg 

q.i.d." 

50  to  100  mg/kg/doy 

t.i.d.-j- 

Sinn  & Skin 
Structures 

250  mg  to  500  mg 

q.i.d." 

50  to  100  mg/kg/day"^ 

Urinory  Troct 

500  mg  q.  i.d. 

100  mg/kg/'doy 

'Dosage  should  not  result  in  o dose  higher  than  thot  for  odults. 
depending  on  severity 

How  Supplied  Toblets  250  mg  and  500  mg  in  bottles  of  100. 
Orel  Suspension  125  mg  and  250  mg  per  5 ml  in  bottles  to  moke 
100  ml  ond  200  ml  of  Suspension. 

Wyeth  Laboratories 

Uj— 


New  Brunswick,  New  jersey  08903 


•Rapidly  excreted  unchansed  in  urine. 
Clinical  efficacy  may  not  always 
correlate  with  blood  levels. 
fDue  to  susceptible  orsanisms. 

1 . Ginsburs  CM,  McCracken  GH  Jr, 
Zwei3haftTC,ClahsenJC:  Comparative 
pharmacokinetics  of  cyclacillin  and 
amoxicillin  in  infants  and  children. 
Antimicrob  Ag  Chemofher 
19:1086-1088  (June)  1981. 

2.  Multicenter  trials.  Data  to  be 
published. 

Copyright  ©1982,  Wyeth  Laboratories. 
All  rights  reserved. 


See  important  information  on 
adjoining  column. 


I Now 
Pronounce 
You  Man 
and  Device 


Medicine  and  business  are  finally  united  in  an  easy  to  use  office 
system  which  increases  productivity  and  efficiency.  Many  physicians 
have  already  discovered  our  time-share  system,  and  they’re  saving  time 
. . . and  money.  Make  your  medical  business  as  good  as  your  medicine. 

DflTflTEK 

Office  Systems,  Inc. 

818  N.W.  63rd,  Oklahoma  City,  OK  73116 

405-843-7323 


Oklahoma  State  Medical  Association 


It  all  adds  up, 

in  today's  major  hypertension  studies 


VA  Study^ 

■ 450  patients  studied 

■ Mild  to  moderate 
hypertensives 

■ Comparison  of  propranolol 
and  reserpine  for  Step-2 
antihypertensive  therapy 

■ Conclusion:  when  added 
to  a thiazide  diuretic,  reser- 
pine was  effective  in  a larger 
percentage  of  patients  (88%) 
than  was  propranolol  (81%)! 


HDFPStudy^ 

■ More  than  10,000  patients 
studied 

■ Conducted  at  14  centers 
over  5 years 

■ Proved  that  compliance 
with  Step  Care  lowers  death 
rate  from  all  cardiovascular 
causes 

■ Conclusion:  reserpine- 
thiazide  regimens  were 
pre{ erred  for  Step-2  therapy, 
and  were  deemed  effective, 
without  significant  adverse 
effects! 


MRFIT  Study^ 

■ 6-year,  12,000-patient 
study,  to  be  completed 
in  1982 

■ Assesses  factors  that  may 
increase  risk  of  cardio- 
vascular disease 

■ Preferred  Step-2  regimen: 
reserpine-thiazide 

■ Full  year's  data:  reserpine 
is  causing  less  depression 
than  methyl  do  pa,  diuretics, 
or  placebo! 


That's  why  the  combination  in 

Salutensin* 

(hydroflumethiazide  50  mg/ 
reserpine  0.125  mg) 

Is  the  preferred  Step-2  regimen 

Please  see  references  and  brief  summary  of  prescribing  information  on  adjacent  page.  ' Bi s’oi LaDotawf  es 

BRISTOL™  Dtvision  ol  Brtsioi-Myers  ComDany 

Copyright  © 1^82.  Bristol  Laboratories  Syracuse  New  York  13201 


Salutensin® 

(hydroflumethiazide  50  mg/reserpine  0.125  mg) 

Salutensin-Demi™ 

(hydroflumethiazide  25  mg/reserpine  0.125  mg) 

Brief  Summary  of  Prescribing  information  (12)  10/27/78 

For  complete  information  consult  Official  Package  Circular 

WARNING 

This  fixed  combination  drug  is  not  indicated  for  initial  therapy  of 
hypertension.  Hypertension  requires  therapy  titrated  to  the  individ- 
ual patient.  If  the  fixed  combination  represents  the  dosage  so 
determined,  its  use  may  be  more  convenient  in  patient  management 
The  treatment  of  hypertension  is  not  static,  but  must  be  reevaluated 
as  conditions  in  each  patient  warrant 


CONTRAINDICATIONS 

Anuria,  oliguria,  active  peptic  ulceration,  ulcerative  colitis,  severe 
depression  or  hypersensitivity  to  its  components  contraindicates  the 
use  of  Salutensin. 

WARNINGS 

Small-bowel  lesions  (obstruction,  hemorrhage,  perforation  and  death) 
have  occurred  during  therapy  with  enteric-coated  formulations  contain- 
ing potassium,  with  or  without  thiazides.  Such  potassium  formulations 
should  be  used  with  Salutensin  only  when  indicated  and  should  be  dis- 
continued immediately  if  abdominal  pain,  distention,  nausea,  vomiting 
or  gastrointestinal  bleeding  occurs.  Use  cautiously,  and  only  when 
deemed  essential,  in  fertile,  pregnant  or  lactating  patients. 

Use  in  Pregnancy— Thiazides  cross  the  placenta  and  can  cause  fetal 
or  neonatal  hyperbilirubinemia,  thrombocytopenia,  altered  carbohydrate 
metabolism  and  possibly  electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock  therapy:  discontinue  Salutensin 
2 weeks  before  such  therapy.  Increased  respiratory  secretions,  nasal 
congestion,  cyanosis  and  anorexia  may  occur  in  infants  born  to  reserpine- 
treated  mothers. 

PRECAUTIONS 

Azotemia,  hypochloremia,  hyponatremia,  hypochloremic  alkalosis 
and  hypokalemia  (especially  with  hepatic  cirrhosis  and  corticosteroid 
therapy)  may  occur,  particularly  with  pre-existing  vomiting  and  diarrhea. 
Potassium  loss  may  cause  digitalis  intoxication.  Potassium  loss  responds 
to  potassium-rich  foods,  potassium  chloride  or,  if  necessary,  discontinu- 
ation of  therapy  Serum  ammonia  elevation  may  precipitate  coma  in 
precomatose  hepatic  cirrhotics.  Discontinue  therapy  2 weeks  before 
surgery  or  if  myocardial  irritability,  progressive  azotemia  or  severe 
depression  occur.  Exercise  caution  in  patients  with  chronic  uremia, 
angina  pectoris,  coronary  thrombosis  or  extensive  cerebral  vascular 
disease  or  bronchial  asthma  and  in  those  with  a history  of  peptic 
ulceration  or  bronchial  asthma;  in  post-sympathectomy  patients;  in 
patients  on  quinidine;  and  in  patients  with  gallstones,  in  whom  biliary 
colic  may  occur.  Patients  who  have  diabetes  mellitus  or  who  are  sus- 
pected of  being  prediabetic  should  be  kept  under  close  observation  if 
treated  with  this  agent. 

ADVERSE  REACTIONS 

Hydroflumethiazide  — Skin-rashes  (including  exfoliative  dermatitis), 
skin  photosensitivity,  urticaria,  necrotizing  angiitis,  xanthopsia,  granulo- 
cytopenia, aplastic  anemia,  orthostatic  hypotension  (potentiated  with 
alcohol,  barbiturates  or  narcotics),  allergic  glomerulonephritis,  acute 
pancreatitis,  liver  involvement  (intrahepatic  cholestatic  jaundice), 
purpura  plus  or  minus  thrombocytopenia,  hyperuricemia,  hyperglycemia, 
glycosuria,  malaise,  weakness,  dizziness,  fatigue,  paresthesias,  muscle 
cramps,  skin  rash,  epigastric  distress,  vomiting,  diarrhea  and  constipation. 

Reserpine  — Depression,  peptic  ulceration,  diarrhea.  Parkinsonism, 
nasal  stuffiness,  dryness  of  the  mouth,  weight  gain,  impotence  or 
decreased  libido,  conjunctival  injection,  dull  sensorium,  deafness,  glau- 
coma, uveitis,  optic  atrophy,  and,  with  overdosage,  agitation,  insomnia 
and  nightmares. 

USUAL  DOSE 

The  usual  adult  dose  of  Salutensin  is  one  tablet  once  or  twice 
daily.  If  a smaller  amount  of  thiazide  diuretic  is  desired,  Salutensin- 
Demi,  one  tablet  once  or  twice  daily  can  be  given. 

SUPPLIED 

Bottles  of  10  and  1000  scored  tablets. 

REFERENCES 

1.  Propranolol  in  the  treatment  of  essential  hypertension.  Veterans 
Administration  Cooperative  Study  Croup  on  Antihypertensive  Agents. 
lAMA  237:2303-2310,  1977. 

2.  Five-year  findings  of  the  hypertension  detection  and  follow-up  pro- 
gram: I Reduction  in  mortality  of  persons  with  high  blood  pressure, 
including  mild  hypertension.  Hypertension  Detection  and  Follow-up 
Program  Cooperative  Croup.  lAMA  242:2562-2571,  1979. 

3.  Moser  M,  Kaplan  NM,  Sullivan  )M,  Paul  O,  in  discussion:  Perspec- 
tives on  MRF IT : Can  the  interim  data  be  applied  to  your  practice . . ( 

An  Interim  Report  on  the  Ongoing  Multiple  Risk  Factor  Intervention  Trial: 
MRF  IT  New  Perspectives  on  Hypertension  2(1):10-19,  February  1981 . 
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Oivsion  ol  Breloi  Myers  Comoany 
Syracuse  New  York  13201 


BRISTOr 


MEDICAL 

DIRECTORY 
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OKLAHOMA  STATt  MhDICAL  ASSOCIATION 

NOW  AVAILABLE 

OSMA 

MEDICAL 

DIRECTORY 

Oklahoma’s  Most  Complete 
Informational  Medical  Data 

Includes; 

Alphabetical  Physicians  Roster,  Roster  by 
Cities,  Designed  Specialty  Codes,  Medical 
School  Codes,  Frequently  Called  Telephone 
Numbers 

Copies  have  been  mailed  to  each  OSMA 
member.  Additional  copies  for  physician- 
members  are  available  for  $10.00  per  copy, 
plus  postage  and  handling.  Others  may  pur- 
chase copies  for  $15.00  each,  plus  postage 
and  handling. 

Order  from  OSMA, 

601  N.W.  Expressway, 

Oklahoma  City,  OK  73118. 


“That’s  strange. 

Most  doctors  are  prescribing 


In  vulvovaginitis,  Triva® 
douche  powder  provides 
symptomatic  relief  in 
seconds. 


Relief  in  seconds.  That’s  how  quickly  Triva  goes  to 
work  to  help  your  vaginitis  patients.  And  that’s  just 
after  their  first  douche.  Within  12  days  of  recommend- 
ed treatment  with  Triva,  most  cases  of  trichomonal 
and  non-specific  vaginitis  are  organism-free.  (Monilial 
infection  may  take  a bit  longer.)  Also,  your  patients 
can  start  therapy  right  away,  because  with  Triva 
there’s  no  need  to  worry  about  contraindications 
associated  with  causative  organisms. 


Triva®  Douche  Powder 

Oxyquinollne  Sulfate  2 0%,  Alkyl  Aryl  Sulfonate  35.0%,  Sodium  Sulfate 
52.5%i,  Disodium  EDTA  .33%. 

Combines  flushing  douche  action  with  the  chemical 
action  of  its  formula.  For  treatment  of  Trichomonas 
infestation,  Triva  Douche  Powder  may  be  used  adjunc- 
tively  with  oral  therapy  for  fast  symptomatic  relief. 


lx  Triva®  Jel 

Per  5 grams:  oxyquinollne  benzoate  7.5  mg.;  alkyl  aryl  sulfonate  62.5  mg.; 
disodium  edetate  2.5  mg.;  aminacrine  HCI  10  mg.;  copper  sulfate  .063  mg.; 
sodium  sulfate  6.9  mg. 

Provides  the  effective  therapeutic  action  of  Triva  with 
the  continuous  action  of  the  jel  form,  to  quickly  arrest 
infection  and  aid  in  relief  of  symptoms. 


lx  Triva®  Combination 

Combines  therapeutic  Douche  Powder  and  Triva  Jel 
with  a handy  applicator  in  a convenient,  complete 
treatment  kit.  Triva  Combination  effectively  treats  all 
three  types  of  vaginitis,  including  stubborn  cases 
where  Monilia  and  Trichomonas  occur  together.  Effec- 
tiveness of  Triva  Combination  has  been  demonstrated 


by  clinical  testing  involving  the  use  of  Papanicolaou 
smear  and  Sabouraud  culture  to  confirm  diagnosis 
and  cure. 

Precaution 

If  irritation  occurs  at  the  onset  of  treatment  with  Jel,  treatment  may  be 
postponed  for  a day  or  two  and  preliminary  treatment  with  Vi  strength  Triva 
Douche  used.  Regular  treatment  should  then  be  resumed. 


Other  Ethically  Promoted  Products 
from  Boyle  & Company: 

• Citra  Capsules  . . . Antihistaminic/ 
Decongestant/Analgesic  for  cold  symptoms  relief 

Rx  • Citra  Forte  Syrup  and  Citra  Forte  Capsules  . . . 
for  dosage  form  flexibility 

• Digolase  . . . Digestive  enzymes 

• Glytinic  Tablets  and  Liquid  . . . Iron  plus 
aminoacetic  acid  for  iron  deficiency  anemia 


Douche 


BOYLE 


Boyle  & Company/ 
Pharmaceuticals 

13260  Moore  Street, 

Cerritos  CA  90701 


©Boyle  & Company  1982 


8 1 28-0745 


OKC  405-495-0601 
CLEVELAND  918-358-3559 
CUSHING  918-225-5563 


TULSA  918-587-8994 


SHAWNEE  405-275-8020 
LAWTON  405-355-6101 
EL  RENO  405-262-1021 


918-225-5563  ..A  «^NO  405- 2t 

^WOWAHOME^e^ 

A Non-profit  ^ ^ Ai 

MEDICARE  APPROVED  HOME  HEALTH  AGENCY  ^ 


WHAT  IS  HOME  HEALTH  CARE? 

Home  health  care  is  a unique  part  of  the  community  total  health  delivery  system.  The  role  of  home  health 
care  is  to  make  available  to  each  physician  services  that  will  enhance  the  recovery  process  of  his  patients.  The 
physician  may  choose  to  utilize  home  health  care  for  his  homebound  patients  who  need: 

1.  SKILLED  NURSING  CARE  — to  apply  and  reinforce  his  treatment  regime  i.e.  special  diets,  injections, 
diabetes  care  and  instructions,  catheter  care,  colostomy  care,  and  other  needs  after  a hospital  stay  or  an 
illness  in  the  home.  — Or,  for  frequent  monitoring  and  reporting  of  patients  condition  to  their  physician. 

2.  HOME  HEALTH  AIDE  — to  carry  out  personal  hygiene  needs  of  his  patients. 

3.  PHYSICAL  THERAPY  — to  evaluate  and  carry  out  an  exercise  regime  or  other  therapeutic  treatment. 

4.  OCCUPATIONAL  THERAPY 

5.  SPEECH  THERAPY 

6.  MEDICAL  SOCIAL  WORKER 

7.  A NURSE  ON  CALL  24-HOURS  a day  for  problem  situations. 

8.  REFERRAL  SERVICES 

9.  HOSPITAL  PATIENT  EVALUATION 

10.  SUPPLIES  & EQUIPMENT  (approved  by  medicare  while  patient  is  on  our  service. 

Medicare  allows  100%  coverage  tor  these  services  to  those  who  qualify. 

OHH  is  presently  serving  over  30  counties  in  Oklahoma. 

FOR  MORE  INFORMATION  AND  ASSISTANCE  PLEASE  CALL 

OKLAHOMA  HOME  HEALTH,  INC. 


THERE’S  MORE  TO  ARMY  RESERVE  MEDICINE  THAN  THE  ARMY 

Cofi^s.  w » A 

Add  the  prestige  of  an  officer’s  commission  to  your  medicaFcareer  without  leaving  your  hometown.  As  a 
qualified  physician,  you’ll  receive  a direct  Army  Reserve  Commission.  You’ll  serve  your  country  as  an  officer 
and  receive  an  officer’s  pay  for  each  monthly  and  annual  training  session  you  attend. 

While  serving,  you’ll  accumulate  retirement  credit  to-  ^ 
ward  a military  pension  at  age  60  after  the  completion 
of  20  years  of  parttime  service.  ^ 

For  one  weekend  a month,  you  can  be  the  kind  of 
doctor  many  doctors  would  like  to  be.  The  actual  time 
commitment  is  minimal.  Reserve  membership  takes 
only  16  hours  each  month  and  two  consecutive  weeks 
each  year. 


WE  ALSO  OFFER  SPECIAL  OPPORTUNITIES 
FOR  MEDICAL  STUDENTS 

For  more  information,  complete  and  mail  the 
coupon  below  or  call  today. 

ARMY  RESERVE  MEDICINE 
1528  CENTRAL  STREET 
KANSAS  CITY,  MO  64108 


I would  like  more  information  on  physician  opportunities. 

NAME TELEPHONE 

STREET  

CITY STATE ZIP 

YOU  CAN  SERVE  YOUR  COUNTRY  WHILE  BUILDING  YOUR  FUTURE. 

ARMY  RESERVE  MEDICINE 

COLLECT:  (816)  421-6079 
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We  believe  private  psychiatric  treat- 
ment is  a vital  option  which  should  al- 
ways be  available  to  physicians  and 
their  patients.  Since  1939,  we  have  been 
dedicated  to  bringing  life's  potential 
within  the  grasp  of  our  patients. 

Through  our  adolescent  treatment 
program,  we  are  meeting  the  mental 
health  needs  of  a growing  group  of 
psychiatric  patients.  Willow  View  Hos- 
pital has  also  expanded  its  alcohol  re- 
habilitation program. 

The  administration  and  staff  invite 
you  to  become  better  acquainted  with 
the  services  we  offer  at  Willow  View. 


MEDICAL  STAFF 


Nolen  L.  Armstrong,  MD 
Harold  J.  Binder,  MD 
Wolfgang  K,  Huber,  MD 


Harold  G.  Sleeper,  MD 
Medical  Director 


Harald  S.  Krueger,  MD 
Joseph  B.  Ruffin,  MD 
Harold  G.  Sleeper,  MD 


Nolen  L,  Armstrong,  MD 
Chief  of  Staff 


Dolores  R.  Wiggins,  Hospital  Administrator 


2601  Spencer  Road 

P.O.  60x  11137  • Oklahoma  City,  Oklahoma  73136  • Phone  405  427-2441 
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THE  ARTHRITIS  CLINIC 


Arthritis,  Rheumatism  and  Related  Diseases 


Lyman  C.  Veazey,  MD  Winfred  L.  Medcalf,  MD 

Lloyd  G.  McArthur,  PhD,  MD  Robert  C.  Troop,  PhD,  MD 

Edward  E.  Velayos,  MD,  FACP 


207  C Street  NW  Ardmore,  Ok.  73401 

Phone  (405)  223-5180 


THE  CHICKASHA  CLINIC 
AND 

TIMBER  CREEK  BRANCH 


INTERNAL  MEDICINE 
W.  S.  Harrison.  MD 
D L Stehr,  MD 
R.  S.  Davis.  MD 

GASTROENTEROLOGY 
C.  K Su.  MD 

CARDIOLOGY 
J T Bledsoe.  MD 

OBSTETRICS  AND  GYNECOLOGY 
Nancy  W Dever,  MD 
Alan  J Weedn.  MD 

PEDIATRICS 

R E Herndon.  MD 
E.  R,  Orr.  MD 
J E Freed.  MD 
M P Escobar.  MD 


GENERAL  SURGERY  AND 
INDUSTRIAL  MEDICINE 

C.  R Gibson.  MD 

GENERAL  AND  VASCULAR  SURGERY 
Linda  M Johnson.  MD 
R D Redman.  MD 

THORACIC 

AND  VASCULAR  SURGERY 
Paul  B.  Loh.  MD 

PHYSICAL  MEDICINE  AND 
REHABILITATION 

Kumud  Vaidya.  MD 

OPHTHALMOLOGY 
John  D Fisher.  MD 


UROLOGY 
K T Varma.  MD 

ORTHOPEDIC  SURGERY 
W T Morris,  MD 
Keith  W.  Riggins.  MD 

RADIOLOGY  (Consulting) 
Don  Delzer.  MD 
J H Gardner.  MD 
J E Milton.  MD 

PHYSICIANS  ASSISTANTS 
W M OhI.  PA 
H L Watkins.  PA 
Myra  Campbell,  PA 

ADMINISTRATION 
James  W Loy 


Accredited  A.A.H.C.,  Inc. 


MAIN  CLINIC 

2222  IOWA,  CHICKASHA,  OK  224-4853 


TIMBER  CREEK  BRANCH 

ROUTE  3,  BOX  124M,  TUTTLE,  OK  73089 


FAMILY  PRACTICE 
J W McDoniel  MD 
J O.  Wood,  Jr , MD 
Don  R Hess,  MD 
Tim  Bohn,  MD 
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INDUSTRIAL  MEDICINE  & 
INDUSTRIAL  SURGERY 

SELWYN  A.  WILLIS,  MD,  Inc. 
WILLIAM  G.  MAYS,  MD,  Inc. 

W.  F.  PHELPS,  MD 

RALPH  L.  NICHOLSON,  MD,  Inc. 

RICHARD  E.  WITT,  MD 


PEDIATRICS 

GEORGE  R.  KRIETMEYER,  MD,  Inc. 
HUGH  C.  GRAHAM,  JR.,  MD 
JOEL  K.  GIST,  MD 
PATRICK  J.  DALEY,  MD 

RADIOLOGY 

WILLIAM  K.  HICKS,  MD 


INTERNAL  MEDICINE  & 
EXECUTIVE  PHYSICALS 

ROBERT  T.  CRONK,  MD,  INC. 
WILLIAM  F.  EWING,  MD,  INC. 
BOYD  O.  WHITLOCK,  MD 
RICHARD  H.  REID,  MD 
R.  A.  SEARCY,  MD 
PHILIP  W.  PERRYMAN,  JR.,  MD 


WAYNE  KELLY,  MD 
JAMES  L.  BACON,  MD 
GLEN  L.  BERKENBILE,  MD 


GENERAL  SURGERY  ADMINISTRATION 

ROBERT  G.  PERRYMAN,  MD,  Inc.  JOSEPH  W.  RHINE 
FRANKLIN  S.  NELSON,  MD  F.  R.  (Rod)  GILES 


1923  East  21st  Street  Box  5221 8 •TULSA,  OKLAHOMA  74152  • PHONE  (918)  742-3341 


THE  McALESTER  CLINIC,  INC. 

1401  East  Van  Buren  Avenue 

McAlester,  Oklahoma  74501 

(918)  426-0240 

Complete 

Clinic  Facilities 

INTERNAL  MEDICINE 

FAMILY  MEDICINE 

STEVEN  D.  ATWOOD,  MD 

JOHN  B.  COTTON,  MD 

CHARLES  K.  HOLLAND,  MD 

WILLIAM  E.  GUPTON,  MD 

R.  KERN  JACKSON,  MD 

FRANCIS  R.  LONERGAN,  MD 

KENNETH  P.  MILLER,  MD 

HOMER  C.  WHEELER,  MD 

LEROY  M.  MILTON,  MD 

OBSTETRICS-GYNECOLOGY 

PEDIATRICS 

ROBERT  G.  CATES,  MD 

DELTA  W.  BRIDGES,  JR.,  MD 

W.  RILEY  MURPHY,  JR.,  MD 

THURMAN  SHULLER,  MD 

GARY  L.  ROSE,  MD 

SURGERY 

OTOLARYNGOLOGY 

WILLIAM  G.  BLANCHARD,  MD,  FACS 

SAMUEL  E.  DAKIL,  MD 

GEORGE  M,  BROWN,  JR.,  MD,  FACS 

RADIOLOGY 

ADMINISTRATION 

BRUCE  H.  BROWN,  MD 

PAUL  B.  BISHOP 
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MEDICAL  ARTS  CLINIC  OF  ARDMORE,  INC. 

921  Fourteenth  Avenue  Northwest 
Ardmore,  Oklahoma  73401 

General  Surgery 
THORNTON  KELL,  MD,  FACS 
*TOM  SPARKS,  MD,  FACS 

General  and  Vascular  Surgery 
^WILFRED  S.  GAUTHIER,  MD,  FACS 

Internal  Medicine 

J.  HOBSON  VEAZEY,  MD 

^CLIFFORD  LORENTZEN,  MD,  FACP 

*DAVID  D.  ROSE,  MD 

*JOE  R.  HAMILL.  MD 

*KEVIN  H.  REED,  MD 

Radiology  (Consultants) 
^MICHAEL  W.  BROWN,  MD 
*JAMES  A.  CHAPMAN,  MD 

Pediatrics 

^DEBORAH  N.  BAIRD,  MD 
GWEN  C.  PUENTES,  MD 

Pathology  (Consultant) 
*CARL  A.  SCHWEERS,  MD 

Administrator 
ROGER  H.  HUGHES 

Phone:  A/C  405-223-5311 

* Specialty  Board  Diplomate 

750  Northeast  13th  Street 
Near  the  Oklahoma  Health  Center 
(2  Blocks  East  of  Lincoln  Blvd.) 
Oklahoma  City,  Oklahoma 


George  S.  Bozalis,  MDf 
Vernon  D.  Cushing,  MDf* 

George  L.  Winn,  MDf 
Robert  S.  Ellis,  MDf* 

Lyle  W.  Burroughs,  MDt° 

I Consultant 

t Diplomate  American  Board  of  Allergy  and  Immunology 
* Diplomate  American  Board  of  Internal  Medicine 
° Diplomate  American  Board  of  Pediatrics 

Post  Office  Box  26827 
Oklahoma  City,  Oklahoma  73126 
Telephone  (405)  271-3232 
Dwight  Mitchell,  Jr.,  Administrator 

By  appointment  8 a m.  to  5 p.m.  (Wednesday  and  Saturday  8 a m.  to  12  noon) 


Specializing  in  the  diagnosis 
and  treatment  of  allergic  diseases 
in  adults  and  children. 


Charles  D.  Haunschild,  MDt° 
James  H.  Wells,  MDf 
John  R.  Bozalis,  MDf* 
James  D.  Lakin,  Ph.D.,  MDf* 
John  S.  Irons,  MDf° 
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OKLAHOMA  CITY  CLINIC 

Multiple  Specialty  Clinic 

701  Northeast  10th  Street  Oklahoma  City,  Oklahoma  Telephone — 271-2700 


INTERNAL  MEDICINE 

INFECTIOUS  DISEASES 

OTOLARYNGOLOGY 

W W,  Rucks.  Jr , MD 

Daniel  J.  Sexton,  MD 

Charles  J Wme,  MD 

William  S-  Pugsley.  MD 

Joseph  E Leonard,  MD 

Donald  G,  Preuss.  MD 

Willard  B Moran,  Jr  , MD 

Earl  S.  Elliott,  Jr  , MD 

HEMATOLOGY-ONCOLOGY 

PEDIATRICS 

CARDIOLOGY 

Ralph  G.  Ganick,  MD 

D R.c  iard  is  imae:  MD 

James  E.  Mays.  Jr  , MD 

Charles  W Cathey,  MD 

Hal  B.  Vorse,  MD 

Charles  W.  Robinson,  Jr . MD 

William  J Kruse,  MD 

Alexander  Poston,  MD 

GENERAL  SURGERY 

Gary  D.  McGann,  MD 

Thomas  R Russell.  MD 

Mickey  E Criltenden.  MD 

Paul  C-  Houk,  MD 

Frahk  G.  Gatchell,  MD 

Don  L Wilber,  MD 

Stanley  G Rockson,  MD 

Stephen  G.  ReMine,  MD 

ENDOCRINOLOGY 

RHEUMATOLOGY 

James  L.  Males.  MD 

OBSTETRICS  AND  GYNECOLOGY 

William  T Tatum.  Jr . MD 

Ronald  P Painton,  MD 

John  W Records  MD 

Schales  L Atkinson.  MD 

DERMATOLOGY 

GASTROENTEROLOGY 

Roger  D Quinn.  MD 

William  J,  Sahl.  Jr , MD 

Malcolm  G,  Robinson,  MD 

Thomas  R.  Bryant,  MD 

David  A Neumann.  MD 

Ronald  E.  Hempling.  MD 

Gretchen  A McCoy.  MD 

ORTHOPEDIC  SURGERY 

CARDIOVASCULAR- 
THORACIC  SURGERY 

PULMONARY  DISEASE 

Edward  R.  Munnell.  MD 

William  W Cook.  MD 

Edwin  R-  Maier.  MD 

R-  Nathan  Grantham.  MD 

Mark  Steven  Fixley,  MD 

J.  Patrick  Livingston.  MD 

Paul  J.  Kanaly,  MD 

RADIOLOGY 

Edmond  H.  Kalmon.  Jr  , MD 
Melvin  C.  Hicks,  MD 
J.  Kent  Ctiesnut.  MD 
Alan  M Ellron,  MD 
Howard  G.  Daniel.  MD 
Robyn  L.  Birdwell,  MD 

UROLOGY 

Donald  D Albers,  MD 
William  F.  Barnes.  MD 

CLINICAL  PSYCHOLOGY 
Locien  D.  Rose,  PtiD 

AMBULATORY  CARE 

Leslie  A Arneson,  MD 
Kent  C.  Hensley,  MD 


EXECUTIVE  DIRECTOR 

A Wayne  Coventon 


Orthopedic  & Arthritis  Center 


McBRIDE  CLINIC,  Inc. 

1111  North  Dewey  / Oklahoma  City,  Oklahoma  / 232-0341 


DEPARTMENT  OF  ORTHOPEDICS 


DEPARTMENT  OF  ARTHRITIS 


^Marvin  K.  Margo,  MD,  FACS 
■^James  P.  Bell,  MD,  FACS 
‘Stephen  Tkach,  MD,  FACS 
‘Joseph  F.  Messenbaugh  III,  MD,  FACS 
‘J.  Patrick  Evans,  MD,  FACS 
‘Edwin  E.  Rice,  MD,  FACS 
‘Warren  G.  Low,  MD 
‘Thomas  C.  Howard,  III,  MD 


John  A.  Blaschke,  MD 
Mary  L.  Duffy  Honick,  MD 
‘Richard  J.  Hess,  MD,  FACP 
*Jon  W.  Blaschke,  MD 
‘R.  Eugene  Arthur,  MD 


DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 
Robert  R.  Dugan,  MD 
James  S.  Petty,  MD 


‘Specialty  Board  Diplomate 


MANAGEMENT  SERVICES 
James  A.  Hyde,  Administrator 
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Shawnee  Medical  Center  Clinic 

, inc. 

2801  N.  SARATOGA  ; 

P.O.  BOX  849  / SHAWNEE,  OKLAHOMA  74801  / Phone:  405-273-5801 

ALLERGY 

INDUSTRIAL  MEDICINE 

OBSTETRICS,  GYNECOLOGY 

PEDIATRICS 

A.  M.  Bell,  MD* 

A.  M.  Bell,  MD 

Paul  B.  Edmonds,  MD* 

A.  M.  Bell,  MD* 

Jake  Jones,  Jr„  MD 

Richard  E.  Jones,  MD* 

Jake  Jones,  Jr„  MD* 

R.  K.  Mohan,  MD 

Robert  S.  McCrea,  MD* 

R.  K.  Mohan,  MD* 

anesthesiology  consultants 

Ellis  Brown,  MD* 
Michael  Daughety,  MD* 

dermatology 

INTERNAL  MEDICINE 

Merle  L.  Davis,  MD 
Larry  D.  Fetzer,  MD 
Eldon  V.  Gibson,  MD* 

ORTHOPEDIC  SURGERY 

T.  A.  Balan,  MD,  FAAOS* 

R.  M.  Kamath,  MD,  MS*  (Ortho) 

RADIOLOGY  CONSULTANTS 

William  Phillips,  MD* 

Robert  G.  Wilson,  MD* 

Bert  C.  Frichot,  III,  MD* 

OTORHINOLARYNGOLOGY 

Cranfill  K.  Wisdom,  MD* 

John  R.  Hayes,  MD 

D.  A.  Mace,  MD 

FAMILY  PRACTICE 

S.  Rishi,  MD* 

UROLOGY 

K.  T.  Mosley,  Jr„  MD 

N.  M.  Kotecha,  MD* 

GENERAL  SURGERY 

NEONATOLOGY 

PATHOLOGY  CONSULTANT 

ADMINISTRATOR 

Frank  H.  Howard,  MD* 
Jerold  D.  Kethley,  MD 

R.  K.  Mohan,  MD 

David  L.  McBride,  MD* 

W.  J.  Birney 

Jeffrey  L.  Wallace,  MD* 

* Board  Certified 

THORACIC  and  CARDIOVASCULAR  SURGERY 

A Professional  Corporation 

3400  N.W.  Expressway 
Oklahoma  City,  Oklahoma  73112 

Cardiac,  Thoracic,  Peripheral 
Vascular,  Endoscopy 

Allen  E.  Greer,  MD  William  D.  Hawley,  MD 

John  M.  Carey,  MD  James  M.  Hartsuck,  MD 

Nazih  Zuhdi,  MD  R.  Darryl  Fisher,  MD 


Certified  American  Board  of  Surgery 
Certified  American  Board  of  Thoracic  Surgery 

Telephone  405  - 946-5641 
Toll  Free  800  - 522-6525 


XXX 


Oklahoma  State  Medical  Association 


GENERAL  AND  CARDIOVASCULAR  NUCLEAR  MEDICINE 

DEVAKI  GANESAN,  MD 

1211  North  Shartel,  Suite  304,  Oklahoma  City,  Oklahoma  73103 

Office:  236-8644 

Exchange:  523-1685 

Thyroid  Uptake  and  Imaging 

Brain  Flow  and  Imaging 

Salivary  Gland  Imaging 

Cisternography  and  Shunt  Patency  Studies 

Liver  Function  w/Rose  Bengal  etc. 

Renal  Flow,  Function  and  Imaging 

Liver  and  Spleen  Imaging 

Gallium  Scanning,  for  Tumor  and  Infection 

Bowel  Imaging 

Rest  and  Exer.  Nuclear  Ventriculography 

Gastric  Emptying 

Thallium  Myocardial,  rest  and  exercise 

Gastroesophageal  Reflux 

imaging 

Pulmonary  Perfusion  Imaging 

Intracardiac  Shunt  Quantification 

PLASTIC  & RECONSTRUCTIVE  SURGERY  CLINIC,  INC. 

Edward  A.  Shadid,  MD,  FACS 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 

1117  N.  Shartel  405  232-7592  Oklahoma  City,  Oklahoma  731 03 

Board  Certified  in  Plastic  Surgery 


KAUTILYA  MEHTA,  MD 

VASCULAR  SURGEON 

2824  Parklawn  Drive,  Suite  2 Midwest  City,  Oklahoma  73110 

Phone  405  733-2231 

OKLAHOMA  HANDi==p-^-i 
SURGERY  CENTER,  INcTbg  | 

Carlos  A.  Garcia-Moral,  MD,  FACS 
405/232-3210 

711  Stanton  L.  Young  Boulevard,  Suite  510  Oklahoma  City,  Ok  73104 
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M.  D.  Peyton,  MD,  Inc. 

Cardiovascular  And  Thoracic  Surgery 

Certified  American  Board  of  Surgery 
Certified  American  Board  of  Thoracic  Surgery 

1044  S.W.  44  1211  N.  Shartel 

Suite  520  Suite  706 

Oklahoma  City,  OK  73109  Oklahoma  City,  OK  73102 

(405)  631-8665  ANSWERING  SERVICE  (405)  232-6934 

(405)  556-0126 


OKLAHOMA  PLASTIC  & RECONSTRUCTIVE  SURGEONS,  INC. 

W.  Edward  Dalton,  MD,  FACS  Paul  Silverstein,  MD,  FACS  J.  Michael  Kelly,  MD,  FACS 
Plastic,  Reconstructive  & Cosmetic  Surgery;  Surgery  of  the  Hand  & Congenital  Deformities; 
Oncologic  Surgery  of  the  Head  and  Neck,  Burn  Surgery 

3400  NW  Expressway,  Oklahoma  City,  Okla.  73112 
(405)  946-0731 

Board  Certified  in  Plastic  Surgery 
Board  Certified  in  General  Surgery 


TIMBERLAWN 


PSYCHIATRIC  HOSPITAL 
214/381-7181 /P.O.  Box  11288/Dallas,  Texas  75223 


Psychiatric  Hospital  • Day  Hospital 
Department  of  Outpatient  Psychiatry 
Department  of  Child  and  Adolescent  Psychiatry 
Family  Assessment  Center  • Headache  Clinic 
Psychiatric  Residency  Program 
Established  iti  1917 


PSYCHIATRIST  IN  CHIEF 
Jerrv  M Lewis.  M D. 

MEDICAL  DIRECTOR 
Dovle  I Carson.  M.D. 
DIRECTOR  OF  PROFESSIONAL 
EDUCATION 
Keith  H Johansen.  M.D. 
MEDICAL  STAFF 
James  K.  Peden.  M.D. 

Charles  G Markward.  M D 
Byron  L Howard.  M.D. 

Roy  H Fanoni.  M.D 
Carol  A.  Lewis.  M.D 
Mark  P.  Unterberg.  M D. 

John  G.  Looney.  M.D 
Kathleen  B.  Erdman.  M.D. 

Don  C.  Payne.  M D 
Mark  J.  Blotcky.  M D 
Anne  Anderson.  M.D. 

Paul  M.  Hamilton.  M D 
William  W Estabrook.  III.  M D 
L.  Dwight  Holden.  M D 
James  K.  Witschv.  M.D. 
SENIOR  CONSULTANT 
Perry  C.  Talkington.  M.D 
CLINICAL  PSYCHOLOGY 
Dale  R Turner.  Ph  D 
John  T.  Gossett.  Ph  D. 

Robert  W Hagebak,  Ph  D. 
Thomas  Dimperio.  Ph  D 
Alan  D.  Blotcky.  Ph  D, 

SOCIAL  WORK  DEPARTMENT 
Robert  P.  Stewart.  A C. S.W 
Peggy’  B.  Nash.  A.C.S.W. 

Cecilia  C.  Garton.  A.C.S.W 
Keith  D Grace.  A.C.S  W. 

Dan  Bruce.  .A.C.S.W 
Marcelo  Matamoros.  A.C.S.W. 
Barbara  K Hunt.  A.C.S.W'. 

Gary  A.  Mitchell.  A.C.S.W. 
Phyllis  Jackson-Smith.  A.C.S.W 
Katheleen  L.  Lizama.  A.C.S.W’. 
OCCUPATIONAL  THERAPY 
Geraldine  Skinner.  O.T.R 
Director 

RECREATIONAL  THERAPY 

Edward  R.  Supina.  M.T.R.S. 
Director 

DIRECTOR  OF  NURSES 
Mae  Belle  James.  R.N. 
ADMINISTRATOR 
W'ayne  Hallford.  M B A. 


ALLERGY 


NORTHWEST  ALLERGY  CLINIC 

Medical  Tower  Building  Suite  501 


John  L.  Davis,  MD 
3141  N W.  Expressway 
Oklahoma  City.  Oklahoma  73112 
405  843-6619 


OKLAHOMA  ALLERGY  CLINIC.  INC. 


Specializing  in  the  Diagnosis  and  Treatment  of  Allergic  Disease 


George  S.  Bozalls.  MD| 
Vernon  D.  Cushing.  MDf" 
George  L.  Wmn,  MDt 
Robert  S.  Ellis.  MDf 
Lyle  W.  Burroughs,  MDt° 


Charles  D Haunschild.  MDf 
James  H.  Wells.  MDf 
John  R.  Bozalls.  MDf 
James  D.  Lakin,  PhD,  MDf 
John  S.  Irons.  MDf° 


t Consultant 

t Diplomats  Amencan  Board  of  Allergy  and  Immunology 
• Diplomate  American  Board  of  Internal  Medicine 
“Diplomate  American  Board  of  Pediatncs 


Office  Address: 

750  Northeast  13th  Street 
Telephone  405  271-3232 


Mail  Address: 

Post  Office  Box  26827 
Oklahoma  City.  OK  73126 


JAMES  A.  MURRAY.  MD.  INC. 

Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 

JAMES  A.  MURRAY,  MD 
Fellow  American  Academy  of  Allergy 
Fellow  American  College  of  Allergists 
Diplomate  Amencan  Board  of  Allergy  and  Immunology 

Suite  101  6465  South  Yale  Avenue 

Warren  Professional  Building  918  492-0484 

Tulsa,  Oklahoma  74177 


AEROSPACE  MEDICINE 


CLYDE  A LYNN.  BA.  MPH,  MD 
Board  Certified,  Aerospace  Medicine 
Fellow.  American  College  of  Preventive  Medicine 
Flight  Surgeon.  US  Army  and  Navy 
Commercial  Pilot  and  Flight  Instructor,  Instrument  and  Multi-engine 
Referrals  for  Medical  Certification  of  Pilots  Accepted 
1317  Brook  haven  Blvd.  by  Appointment  (405) 

Norman.  OK  73069  a . , c 329-26: 

Senior  Aviation  Medical  Examiner 

FAA  NO.  07448-1 


CARDIOVASCULAR  ASSOCIATES 
Adult  Cardiovascular  Diseases 

Cardiac  Catherization.  Aortography  and  Selective  Coronary  Arteriography 
Telephone  Electrocardiography  (24  hr.  service).  Treadmill 
Effort  Tolerance,  Hypertensive  Evaluation 
•J.  J.  Donnell,  MD  947-2556  "J.  L Bressle,  MD  946-0568 

•G.  L.  Honick.  MD  943-8428  A F Elliott,  MD  943-8421 

A.  S.  Dahr.  MD  947-2321 

’Certified  by  the  Amencan  Board  of  Cardiovascular  Disease 
Doctors  Medical  Building 

8th  Floor  5700  N W.  Grand  Blvd  Oklahoma  City,  Oklahoma  73112 


DERMATOLOGY 


HERVEY  A FOERSTER.  MD 
Practice  Limited  to  Diseases  of  the  Skin 
903  Medical  Tower 

Telephone  842-1733  3141  N.W.  Expressway  Oklahoma  Cily,  Okla.  731 12 


RONALD  W.  GILCHRIST.  JR,,  MD 
Diseases  and  Malignancies  of  the  Skin 
632-5565  X-Ray  Therapy  4200  South  Douglas  Avenue 

Oklahoma  City,  Oklahoma  South  Community  Medical  Center 

ROBERT  L.  OLSON.  MD 
Diseases  of  the  Skin 

Suite  707  Skin  Cancers  942-8825 

3400  N.W.  Expressway  Oklahoma  City,  Oklahoma  73112 


SKIN  & SKIN  CANCER  CENTER,  INC. 

C.  Jack  Young.  MD 

Radium  Therapy  Hemangiomas  X-Ray  Therapy 
CLINIC  BUILDING  3434  N.W.  56th 

OKLAHOMA  CITY,  OKLAHOMA  946-5678 


ENDOCRINOLOGY  - METABOLISM  - DIABETES 


JOHN  WHITFIELD  DRAKE,  MD 

Diplomate  American  Board  of  Internal  Medicine  in  Endocrinology 
Baptist  Medical  Center  / 949-3286 

3300  N.W.  Expressway  Oklahoma  City,  Oklahoma  73112 


EYE,  EAR,  NOSE  AND  THROAT 


John  W.  Huneke,  MD,  FACS,  Inc. 

Diseases  and  Surgery  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
Phone  332-1880  1414  Arlington  Suite  2300  Ada.  Oklahoma  74820 


JAMES  B.  MILLS,  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 

JAY  C.  JOHNSTON.  MD  232-5543 

Lacrimal  Surgery,  Dacryocystorhinostomy,  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 
425  NW  11th  Street  Oklahoma  City  73103 


CARDIOLOGY 

STANLEY  R.  McCAMPBELL,  MD 
Cardiology  and  Electrocardiography 

1211  North  Shartel 

236-1295 

Oklahoma  City,  Oklahoma 

CARDIOVASCULAR 

CARDIOVASCULAR  CLINIC 


Wm  Best  Thompson.  MD 

Ronald  H.  White,  MD 

Galen  P Robbins.  MD 

William  J.  Fors,  MD 

William  S.  Myers.  MD 

W.  H.  Oehlert.  MD 

Lawrence  M.  Higgs.  MD 

Charles  F.  Bethea,  MD 

CARDIOVASCULAR  DISEASES 
Cardiac  catherterization.  aortography  and  coronary  arteriography 
Coronary  and  Peripheral  angioplasty,  telephone  electrocardiography 
and  echocardiography 

Nuclear  cardiology  and  Treadmill  effort  tolerance 
CARDIOVASCULAR  BUILDING 

3300  Northwest  56th  Oklahoma  City.  Okla.  73112  Telephone  947-3341 


JAMES  L.  DUNAGIN,  JR..  MD 
Diseases  and  Surgery  of  the  Eye 
Diplomate  American  Board  of  Ophthalmology 
Phone  1 (918)  426-1432  2 Clark  Bass  Boulevard 

Suite  202,  Doctors  Building  McAlester,  Oklahoma  74501 

NEUROPSYCHIATRY 


HAROLD  G.  SLEEPER,  MD,  FAPA 
Diplomate  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 
Practice  Lmited  to 

Psychiatry  — Electroencephalography 

424-5293  2603  Spencer  Road  Res  478-2589 

Spencer,  Oklahoma  73084 


CARL  ROY  SMITH.  MD,  INC. 

Diplomate  of  American  Board  of  Psychiatry  and 
Neurology  in  Psychiatry 

2828  Parklawn  Drive,  Suite  3 

Midwest  City,  Oklahoma  73110  Telephone  737-4865 
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OTOLARYNGOLOGY 
HEAD  AND  NECK  SURGERY 


RAYMOND  J.  DOUGHERTY  MD 


Oklahoma  Otolaryngology  Associates 
RAYMOND  O SMITH,  JR  , MD,  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
4200  West  Memorial  Road,  Suite  606 
Oklahoma  City,  Oklahoma  73120 
Phone  405  755-1930 


Diplomate  Amencan  Board  of  Pulmonary  Disease 
Practice  Limited  to  Pulmonary  Disease 

204  Pasteur  Building  235-1701 

Oklahoma  City,  Oklahoma  73103 


ORTHOPEDICS 


DON  H,  O DONOGHUE,  MD 
Consulting  & Diagnostic  Clinics  by  Appointment 

1111  North  Lee  O'Donoghue  Rehabilitation  Institute 

Oklahoma  City,  OK  73103  ”22  N.E  13th  Street 

235-8385  Oklahoma  City,  OK  73126 

271-3682 


NORMAN  K,  IMES,  MD 
JOHN  A.  JUERS,  MD 

Diplomates:  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 

Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 

3330  N.W.  56  Street  405  949-9400 

Oklahoma  City.  Oklahoma  73112 


ORTHOPEDIC  SURGERY  AFFILIATES.  INC. 


RADIOLOGY 


1044  S.W.  44th 

Oklahoma  City,  Oklahoma  73109 
405-631-7444 

Dale  R.  Butter,  MD.  FACS  G.  David  Casper.  MD 

J.  A Rosacker,  MD 


JOHN  RAYMOND  STACY,  MD.  FACS 
Diplomate  American  Board  of  Orthopedic  Surgery 
Orthopedic  and  Fracture  Surgeon 

415  N.W.  12th  St.  Oklahoma  City.  Oklahoma  235-6315 


PEDIATRIC  SURGERY 


E.  Ide  Smith,  MD"  Wm.  P.  Tunell,  MD"  James  A.  Carson,  MD" 

940  N E.  13th  Street 

Oklahoma  City,  Oklahoma  73126  405  271-5922 

"American  Board  of  Surgery  — 

Special  Competence  in  Pediatric  Surgery 


RADIOLOGY  ASSOCIATES,  INC. 


JAMES  T.  BOGGS,  MD 
ROBERT  SUKMAN.  MD,  FACR 
WILLIAM  R.  ALBRACHT,  MD 
ROGER  B.  COLLINS,  MD 
GEORGE  BEN  CARTER.  MD 
RICHARD  B.  PRICE,  MD.  FACR,  DABNM 
MICHAEL  A.  SARTIN,  MD 


LINDBERGH  J.  RAHHAL,  MD 
HALF  E.  TAUPMANN,  MD 
GARY  G.  ROBERTS,  MD 
JOHN  R.  OWEN,  MD 
HAROLD  D.  DAVIDSON,  MD 
JAY  A.  HAROLDS,  MD,  DABNM 


Diplomates  American  Board  of  Radiology 

X-Ray-Diagnosis  including  Ultra  Sonography,  Xeromammography, 
Radiation  Therapy  — Nuclear  Medicine 


204  Medical  Tower  Bldg. 

400  Physicians  Professional  Bldg. 
700  Doctors  Medical  Bldg, 


Baptist  Medical  Center  848-7741 

Bethany  General  Hospital  943-9646 

Deaconess  General  Hospital  946-9923 


SURGERY 


PSYCHIATRY 


LARRY  PRATER,  MD 
Practice  Limited  to  Psychiatry 

Suite  704  Presbyterian  Professional  Building  271-6677  or  528-5950 

711  Stanton  L.  Young  Boulevard  Oklahoma  City,  Oklahoma  73104 

PSYCHIATRY 

Charles  E.  Smith.  MD.  FAPA,  FACP 
Robert  J.  Outlaw.  MD,  FAPA 
R.  Murali  Krishna.  MD,  MAPA 

Diplomates  of  American  Board  of  Psychiatry  and  Neurology  in  Psychiatry 
Thurman  E.  Cobum,  PhD.  Licensed  Clinical  Psychologist 
David  Schwartz,  ACSW,  Clinical  Psychiatnc  Social  Worker 
Suite  308  1211  North  Shartel  272-0734 

Physicians  & Surgeons  Building  Oklahoma  City  73103 


PULMONARY  DISEASE 


STEPHEN  N.  ADLER,  MD 
Diplomate 

American  Board  of  Infernal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 

Pulmonary  Medicine  Fiberoptic  Bronchoscopy 

Pulmonary  Function  and  Methacholine  Testing  Lung  Needle  Biopsy 

Pulmonary  Artery  (Swan-Ganz)  Catheterization  Critical  Care  Medicine 

Mercy  Doctors  Tower  4200  Memorial  Road 

Oklahoma  City,  OK  73120  (405)  755-4290 


ROBERT  B HOWARD,  MD,  FACS 
Certified  American  Board  of  Surgery 

Practice  Limited  to  General  Surgery'  and  Diseases  of  the  Thyroid  Gland 
544  Pasteur  Medical  Bldg.  Phone  235-2341  Oklahoma  City 


MICHAEL  E.  REIF,  MD 
Diplomate  American  Board  of  Surgery 
Fellow  American  College  of  Surgery 
General  and  Peripheral  Vascular  Surgery 
708  Mercy  Doctors  Tower  By  appointment  755-1750 

4200  West  Memorial  Road  Oklahoma  City,  OK  73120  After  hours  232-8861 


RECONSTRUCTIVE  AND  PLASTIC  SURGERY 


PARAMJIT  S.  BAJAJ,  MD,  FACS 
FRCS  (England),  FRCS  (Edinburgh) 

Certified  Amencan  Board  of  Plastic  Surgery 
Plastic  and  Reconstructive  Surgery 
Maxillofacial  and  Cosmetic  Surgery 
Surgery  of  the  Hand 

235-6671 

Oklahoma  City,  Okla.  73103 


LEONARD  H BROWN,  MD 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 
Plastic  and  Reconstructive  Surgery 
Cosmetic  Surgery 

6913  S.  Canton  Tulsa,  Oklahoma  74136  492-3964 


1211  N Shartel 
Suite  600 
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Oklahoma  State  Medical  Association 


3400  N.W.  Expressway 


WILLIAM  J.  FORREST,  MD 
Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

Oklahoma  City 


947-8760 


JOSEPH  W.  HAYHURST,  MD 
Plastic  and  Cosmetic  Surgery 
Hand  and  Microsurgery 

Board  Certified  Amencan  Board  of  Plastic  Surgery 


815  N.W.  12th  Street 
Oklahoma  City,  Oklahoma  73106 


Office  232-1144 
Home  424-1200 


HERBERT  M.  KRAVITZ,  MD,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 
Reconstructive,  Cosmetic  and  Hand  Surgery 


Office  946-2694 


2620  Northwest  Expressway 
Oklahoma  City,  Oklahoma 


FRED  R.  MARTIN,  MD 

601  St  John's  Doctors  Bldg. 
1705  East  19th  Street 
Tulsa,  Oklahoma  74104 
742-4851 


JOHN  M.  CLARK,  MD 

810  Warren  Professional  Bldg. 
6465  South  Yale  Ave. 
Tulsa,  Oklahoma  74136 
492-6131 


Diplomates  American  Board  of  Plastic  Surgery 


Professional  Card  listings  are  available  to  Members. 
They  are  sold  in  vertical  increments  of  one-half  inch, 
at  the  rate  of 
$35.00  per  year. 


UROLOGY 


Suite  606 
1211  N.  Shartel 


A.  de  QUEVEDO,  MD,  Inc. 
Diplomate  of  the  American  Board  of  Urology 

Oklahoma  City.  Oklahoma  73103 


232-1333 


BARNEY  J.  LIMES.  MD 
Practice  Limited  to  Urology 

Physicians  and  Surgeons  Bldg. 
1211  N.  Shartel 
Oklahoma  City 
Phone  235-0315 


GENE  T.  BAUMGARNER,  MD,  FACS 
Diplomate  of  the  Amencan  Board  of  Urology 
Mercy  Doctors  Tower 
4200  West  Memorial  Road 
Oklahoma  City,  Oklahoma  73120 


405  755-3723 


Clark  Hyde,  MD,  FACS  James  R.  Wendelken,  MD.  FACS 

Robert  O Raulston,  MD,  FACS 
Diplomates  American  Board  of  Urology 
1211  North  Shartel  2801  Parklawn 

Suite  208  Suite  300 

Oklahoma  City,  OK  73103  Midwest  City,  OK  73110 

(405)  232-0273  (405)  737-6877 

CHARLES  L.  REYNOLDS,  JR  . MD,  FACS,  FICS 
DIPLOMATE  of  the  AMERICAN  BOARD  OF  URGOLOGY 
DISEASES  of  the  KIDNEY,  BLADDER,  and  PROSTATE 
GENITOURINARY  SURGERY 
FEMALE  URINARY  TRACT  DISEASE 
PEDIATRIC  UROLOGY 
MICROSURGERY  for  INFERTILITY 
PROSTHETIC  SURGERY  for  IMPOTENCY 
RENAL  PHYSIOLOGY  LABORATORY 
URODYNAMICS  LABORATORY 

3113  Northwest  Expressway  Oklahoma  City,  Oklahoma  73112 

Toll  Free  (800)  522-8668 

Office  (405)  843-5761  If  No  Answer  (405)  523-1999  Residence  (405)  842-6420 
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CLINIC^ 

Oklahoma  Spine/Pain  Clinic 

Multi-disciplinary  approach 
to  evaluation  and  treatment 
of  acute  or  chronic  musculoskeletal  pain. 


William  N.  Harsha,  MD 
Diplomate  American  Board  Orthopaedic  Surgery 

Doctors  Medical  Building 
Oklahoma  City,  Oklahoma  73112 
5700  N.W.  Grand  Blvd. 

(405)  943-9561 


UROLOGICAL  and 
GENITOURINARY  SURGERY 

CHARLES  L.  REYNOLDS,  JR.,  MD,  FACS,  FICS 
DIPLOMATE  Of  the  AMERICAN  BOARD 
Of  UROLOGY 

DISEASES  Of  the  KIDNEY, 

BLADDER  and  PROSTATE 
GENITOURINARY  SURGERY 
FEMALE  URINARY  TRACT  DISEASE 
PEDIATRIC  UROLOGY 
MICROSURGERY  for  INFERTILITY 
PROSTHETIC  SURGERY  for  IMPOTENCY 
RENAL  PHYSIOLOGY  LABORATORY 
URODYNAMICS  LABORATORY 

3113  NORTHWEST  EXPRESSWAY 
OKLAHOMA  CITY,  OKLAHOMA  73112 

TOLL  FREE  (800)  522-8668 

OFFICE  (405)  843-5761  RESIDENCE  (405)  842-6420 
IF  NO  ANSWER  (405)  523-1999 
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The  OSMA-sponsored  *'New  Employee 
Workshop”  is  set  for  May  22  at  the  Excelsior 
Hotel  in  Tulsa.  The  workshop  is  designed  for 
newly  hired  medical  office  personnel.  Topics 
include  the  role  of  physicians,  medical  ethics, 
drugs  and  prescriptions,  hospital  privileges 
and  relations,  and  effective  communications. 
Tuition  for  the  workshop  is  $25  per  person.  To 
register,  send  the  name  of  the  employee(s)  who 
will  attend,  the  name,  address,  telephone,  and 
specialty  of  the  sponsoring  physician,  and  the 
tuition  fee  to  the  Oklahoma  State  Medical  As- 
sociation, 601  NW  Expressway,  Oklahoma 
City,  OK  73118.  Please  indicate  that  the  appli- 
cation is  for  the  May  22  workshop  in  Tulsa. 

The  American  Medical  Association- 
Education  and  Research  Foundation  is  of- 
fering scholarships  in  clinical  nutrition  to 
third-  and  fourth-year  medical  students  who 
have  completed  the  required  clerkships  in 
medicine,  surgery,  pediatrics,  etc.  Scholarships 
are  available  to  students  in  schools  that  do  not 
have  clinical  nutrition  clerkships  or  that  do  not 
have  them  in  their  special  area  of  interest. 
Students  accepted  to  the  program  will  receive  a 
$700  award  to  defray  living  and  traveling 
costs.  Deadlines  for  applications  are;  August  1, 
1982,  for  clerkships  from  December  1,  1982,  to 
May  31,  1983;  and  February  1,  1983,  for  clerk- 
ships from  June  1, 1983,  to  November  30, 1983. 
For  application  forms  contact  the  Department 
of  Foods  and  Nutrition,  American  Medical  As- 
sociation, 535  North  Dearborn  Street,  Chicago, 
IL  60610  or  call  (312)  751-6514. 

The  University  of  Colorado  Health  Sci- 
ences Center  will  hold  a symposium  on  the 
"Health  Effects  of  Low  Level  Exposure  to 
Radiation”  on  August  22-27,  1982,  at  Snow 
Mountain  Ranch,  Colorado.  The  symposium 
will  feature  in-depth  discussions  about  the 
health  effects  of  radiation,  critical  analyses  of 
radiation  studies,  standards  for  protection 
against  radiation,  and  nuclear  power  and  its 
alternatives.  Snow  Mountain  Ranch,  the  site  of 
the  meeting,  is  a 2,500-acre  mountain  resort 
located  in  the  Arapahoe  National  Forest.  For 
information  on  registration  contact  the  Office 
of  Postgraduate  Medical  Education,  University 
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of  Colorado  Health  Sciences  Center,  4200  E. 
Ninth  Avenue  (#C-295),  Denver,  Colorado 
80262,  or  call  (303)  394-5241. 

The  Chamber  of  Commerce  of  the  United 
States  has  published  the  New  Primer  for  Hos- 
pital Trustees  to  provide  an  overview  of  the 
health  care  field  from  the  vantage  point  of  the 
hospital  trustee.  One  of  the  publication’s  prim- 
ary concerns  is  the  rising  cost  of  medical  care. 
The  New  Primer  describes  the  hospital  indus- 
try and  the  way  in  which  health  insurance 
(both  public  and  private)  has  influenced  its 
growth  and  development.  It  also  describes  how 
hospitals  are  operated,  accredited,  and  regu- 
lated. A separate  section  discusses  the  legal 
duties  and  responsibilities  of  trustees.  The 
publication  is  available  at  $8.00  per  copy  from 
the  Chamber  of  Commerce  of  the  United 
States,  1615  H Street,  NW,  Washington,  DC 
20062.  Specify  chamber  code  #6633. 

The  St  John  Cardiovascular  Institute  of 
Tulsa  is  accepting  reservations  for  its  second 
annual  symposium,  "State  of  the  Art.”  The 
symposium  is  set  for  May  20-22  at  the  Wil- 
liams Plaza  Hotel  in  Tulsa.  Andreas  R. 
Gruentzig,  MD,  pioneer  in  angioplasty  and 
professor  of  medicine  (cardiology)  and  radiol- 
ogy at  Emory  University  in  Atlanta,  will  head 
the  list  of  the  distinguished  guest  faculty. 
Other  guests  include  Harvey  J.  Berger,  MD, 
Yale  University  School  of  Medicine;  Antonio  C. 
deLeon,  MD,  incoming  medical  director  at  St 
John’s  CVI;  Donald  B.  Doty,  MD,  University  of 
Iowa;  Norman  M.  Kaplan,  MD,  University  of 
Texas  Southwestern  Medical  School;  Burton  E. 
Sobel,  MD,  Washington  School  of  Medicine; 
and  John  A.  Spittell,  MD,  Mayo  Foundation, 
Rochester,  Minnesota.  For  further  information 
contact  Mark  Murray,  RN,  St  John  Cardiovas- 
cular Institute,  (918)  744-2987. 

Letters  are  being  sent  to  200,000  physi- 
cians asking  them  to  take  part  in  a project  to 
determine  if  the  risk  of  heart  attack  and  stroke 
can  be  reduced  by  aspirin  and  if  the  risk  of  lung 
cancer  can  be  reduced  by  beta  carotene.  The 
study  is  funded  by  a $3.7  million  grant  from 
the  National  Heart,  Lung,  and  Blood  Institute 
and  the  National  Cancer  Institute.  The  physi- 
cians eventually  selected  for  the  study — males 
between  40  and  75  years  of  age — will  take  the 
aspirin,  beta  carotene,  or  placebos  for  at  least 
five  years.  Principal  investigator  is  Charles  H. 
Hennekens,  MD,  of  the  Harvard  Medical 
School.  n 
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(trimethoprim  and  sulfamethoxazole)  ■ 
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Bactrim  is  useful  for 

the  following  infec-  ^ ^ 

to  suscSuf  its  usefulness  in 
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(see  indications  section 
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information): 


in  recurrent 
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a continuing  record 
of  high  clinical 
effectiveness 
against  common 
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in  acute 
otitis  media 
in  children... 

effective  against 
both  major  otic 
pathogens. . .with 
b.i.d.  convenience 


in  acute  ex- 
acerbations 
of  chronic 
bronchitis 
in  adults... 

clears  the  sputum 
and  lowers  its 
volume. . .on  b.i.d. 
dosage 


Before  prescribing,  please  consult  complete  product  Information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to 
susceptible  strains  of  the  following  organisms:  Escherichia  coll,  Klebslella-Enlero- 
bacter,  Proteus  mirabllls,  Proteus  vulgaris,  Proteus  morganll.  It  is  recommended  that 
Initial  episodes  of  uncomplicated  urinary  tract  Infections  be  treated  with  a single 
effective  antibacterial  agent  rather  than  the  combination.  Note:  The  increasing 
frequency  of  resistant  organisms  limits  the  usefulness  of  all  antibacterials,  especially  in 
these  urinary  tract  infections 

For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus 
Influenzae  or  Streptococcus  pneumoniae  when  in  physician's  judgment  It  offers  an 
advantage  over  other  antimicrobials.  Limited  clinical  information  presently 
available  on  effectiveness  of  treatment  of  otitis  media  with  Bactrim  when  Infection 
Is  due  to  ampiclllln-resistant  Haemophilus  Influenzae.  To  date,  there  are  limited 
data  on  the  safety  of  repeated  use  of  Bactrim  In  children  under  two  years  of  age. 
Bactrim  Is  not  Indicated  for  prophylactic  or  prolonged  administration  In  otitis 
media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible  strains 
of  Haemophilus  Influenzae  or  Streptococcus  pneumoniae  when  In  physician’s 
judgment  It  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexnerl  and  Shigella  sonnel 
when  antibacterial  therapy  is  Indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinll  pneumonitis.  To  date, 
this  drug  has  been  tested  only  in  patients  9 months  to  16  years  of  age  who  were 
immunosuppressed  by  cancer  therapy. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides:  patients  with 
documented  megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term; 
nursing  mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause 
kernicterus:  infants  less  than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A ^-hemolytic 
streptococcal  tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when 
treated  with  Bactrim  than  do  those  treated  with  penicillin.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides  Experience  with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been  reported  as  well  as  an  increased 
incidence  of  thrombopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC's  are  recommended,  therapy  should  be 
discontinued  if  a significantly  reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  General:  Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  possible  folate 
deficiency,  severe  allergy  or  bronchial  asthma.  In 
patients  with  glucose-6-phosphate  dehydrogenase 
deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and 
perform  frequent  urinalyses,  with  careful  microscopic 
examination,  and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function,  Bactrim  may  prolong 
prothrombin  time  in  those  receiving  warfarin:  reassess 
coagulation  time  when  administering  Bactrim  to  these 
patients. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  C. 
Because  trimethoprim  and  sulfamethoxazole  may  inter- 
fere with  folic  acid  metabolism,  use  during  pregnancy 
only  if  potential  benefits  justify  the  potehtial  risk  to  the 
fetus. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim.  Blood  dyscrasias  Agranulocytosis,  aplastic 
anemia,  megaloblastic  anemia,  thrombopenia,  leuko- 
penia. hemolytic  anemia,  purpura,  hypoprothrombinemia 
and  methemoglobinemia.  Allergic  reactions:  Erythema 
multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  conjunctival  and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  stomatitis, 
nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions: 
Headache  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness. 
Miscellaneous  reactions:  Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L E,  phenomenon.  Due  to  certain  chemical  similarities  to  some 
goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter  production,  diuresis  and 
hypoglycemia  in  patients:  cross-sensitivity  with  these  agents  may  exist.  In  rats,  long- 
term therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN,  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN: 

Adults.  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  {double  strength). 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b.i.d.  for  10-14  days.  Use  identical  daily 
dosage  for  5 days  for  shigellosis. 

Children:  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min.  If  creatinine  clearance  is  between  15  and  30  ml/min, 
use  one-half  the  usual  regimen.  Bactrim  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/min. 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage:  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp  (20  ml)  b i d.  for  14  days. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage:  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information 
for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800 
mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose®  packages  of  100:  Prescription  Paks 
of  20  and  28.  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfamethox- 
azole— bottles  of  100  and  500:  Tel-E-Dose®  packages  of  100:  Prescription  Paks  of  40. 
Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole 
per  teaspoonful  (5  ml);  cherry-flavored — bottles  of  100  ml  and  16  oz  (1  pint). 

Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml):  fruit-licorice  flavored — bottles  of  16  oz  (1  pint). 
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ROCHE  LABORATORIES 
ROCHE  y Division  of  Hoffmann-La  Roche  Ihc. 
^ Nutley.  New  Jersey  07110 


Bactrim 

succeeds 

in  recurrent  urinary  tract  infections* 


from  site  to  source 

Bactrim  continues  to  demonstrate  high  clinical  effec- 
tiveness in  recurrent  urinary  tract  infections.  Baotrim 
reaches  effective  levels  in  urine,  serum,  and  renal 
tissue' . . .the  trimethoprim  oomponent  diffuses  into 
vaginal  secretions  in  bactericidal  concentrations'... 
and  in  the  feoal  flora,  Bactrim  effectively  suppresses 
Enterobacteriaceae'^  with  little  resulting  emergence 
of  resistant  organisms. 

1.  Rubin  RH,  Swartz  MN:  N Engl  J Med  303  426-432,  Aug  21,  1980  2.  Data  on  file, 
Medical  Department,  Hoffmann-La  Roche  Inc. 
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Today,  INDERAL — instead  of 
methyldopa,  instead  of  reserpine. 

INDERAL  exhibits  few  of  the 
disturbing  side  effects  of  methyldopa 
and  reserpine.  Sedation,  depression,  and 
impotence  are  rare*  Tolerance  is  not  likely  to 
occur,  as  it  frequently  does  with  methyldopa. 

For  the  vast  majority  of  patients— INDERAL 
means  a step  toward  improving  the  quality  of 
life.  (INDERAL  should  not  be  used  in  the  presence  of 
congestive  heart  failure,  sinus  bradycardia,  heart  block 
greater  than  first  degi-ee,  and  bronchial  asthma.)* 
INDERAL  blocks  beta-receptor  sites  in  the  heaii  to 
reduce  heart  rate  and  cardiac  output— reducing  cardiac 
work  load— sparing  an  overburdened  heart. 

Hypertensive  hearts  can  rest  easy  with  INDERAL. 
For  many —it  is  ideal,  first-step  therapy. 

INDERAL — the  sooner,  the  better  for 
hypertension— a leading  risk  factor  in 
coronary  heart  disease.’ 

*Plea.se  see  following  page 
for  Brief  Summary  of 
Prescribing  Information. 
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THE  MOST  WDELY  PR^CRBED 
BETA  BIDCKER  IN  THE  WORLD 

INDBOL 

(PRCFRANOLOL  HCI) 

B.UX  FOR  HYPERTENSION 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  . 
Inderal'  BRAND  OF  propranolol  hydrochloride  A beta-adrenergic  blocking  agent 
BEFORE  USING  INDERAL  (PROPRANOLOL  HYDROCHLORIDE).  THE  PHYSICIAN 
SHOULD  BE  THOROUGHLY  FAMILIAR  WITH  THE  BASIC  CONCEPT  OF 
ADRENERGIC  RECEPTORS  (ALPHA  AND  BETA).  AND  THE  PHARMACOLOGY  OF 
THIS  DRUG 

CONTRAINDICATIONS 

INDERAL  IS  contraindicaled  in  1)  bronchial  asthma,  2)  allergic  rhinitis  during  the  pollen  sea- 
son, 3)  sinus  bradycardia  and  greater  than  lirst  degree  btock.  4)  cardiogenic  shock,  5)  right 
ventricular  failure  secondary  to  pulmonary  hypertension;  6)  congestive  heart  lailure  (see 
WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with  INDERAL.  7) 
in  patients  on  adrenergic-augmenting  psychotropic  drugs  (including  MAO  inhibitors),  and 
during  the  two  week  withdrawal  period  Irom  such  drugs 
WARNINGS 

CARDIAC  FAILURE  Sympathetic  stimulation  is  a vital  component  supporting  circulatory 
function  in  congestive  heart  failure,  and  inhibition  with  beta-blockade  always  carries  the  po- 
tential hazard  of  further  depressing  myocardial  contractility  and  precipitating  cardiac  fail- 
ure INDERAL  acts  selectively  without  abolishing  the  inotropic  action  of  digitalis  on  the  heart 
muscle  (r  e . that  of  supporting  the  strength  of  myocardial  contractions)  In  patients  already 
receiving  digitalis,  the  positive  inotropic  action  of  digitalis  may  be  reduced  by  INDERALs 
negative  inotropic  effect  The  effects  of  INDERAL  and  digitalis  are  additive  m depressing  AV 
conduction 

IN  PATIENTS  WITHOUT  A HISTORY  OF  CARDIAC  FAILURE,  continued  depression  of  the 
myocardium  over  a period  of  time  can,  in  some  cases,  lead  to  cardiac  failure  In  rare  in- 
stances. this  has  been  observed  during  INDERAL  therapy.  Therefore,  at  the  first  sign  or 
symptom  of  impending  cardiac  failure,  patients  should  be  fully  digitalized  and/or  given  a 
diuretic,  and  the  response  observed  closely  a)  if  cardiac  failure  continues,  despite  ade- 
quate digitalization  and  diuretic  therapy,  INDERAL  therapy  should  be  immediately  with- 
drawn. b)  if  tachyarrhythmia  is  being  controlled,  patients  should  be  maintained  on  com- 
bined therapy  and  the  patient  closely  followed  until  threat  of  cardiac  failure  is  over 
IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and.  in  some  cases,  myocardial  infarction,  followingabrupf  discontinuation  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  and  the  patient  carefully  monitored  In  addition,  when 
INDERAL  IS  prescribed  for  angina  pectoris,  the  patient  should  be  cautioned  against 
interruption  or  cessation  of  therapy  without  the  physician's  advice  If  INDERAL  therapy 
IS  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute 
INDERAL  therapy  and  take  other  measures  appropriate  for  the  management  of  unsta- 
ble angina  pectoris  Since  coronary  artery  disease  may  be  unrecognized,  it  may  be 
prudent  to  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease,  who  are  given  propranolol  for  other  indications 
IN  PATIENTS  WITH  THYROTOXICOSIS,  possible  deleterious  effects  from  long  term  use 
have  not  been  adequately  appraised  Special  consideration  should  be  given  to 
propranolol  s potential  for  aggravating  congestive  heart  failure  Propranolol  may  mask  the 
clinical  signs  of  developing  or  continuing  hyperthyroidism  or  complications  and  give  a false 
impression  of  improvement  Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by 
an  exacerbation  of  symptoms  of  hyperthyroidism,  including  thyroid  storm  This  is  another 
reason  lor  withdrawing  propranolol  slowly  Propranolol  does  not  distort  thyroid  function 
tests 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

IN  PATIENTS  DURING  ANESTHESIA  with  agents  that  require  catecholamine  release  for 
maintenance  of  adequate  cardiac  function,  beta  blockade  will  impair  the  desired  inotropic 
effect  Therefore.  INDERAL  should  be  titrated  carefully  when  administered  lor  arrhythmias 
occurring  during  anesthesia 

IN  PATIENTS  UNDERGOING  MAJOR  SURGERY  beta  blockade  impairs  the  ability  of  the 
heart  to  respond  to  reflex  stimuli  For  this  reason,  with  the  exception  of  pheochromocytoma, 
INDERAL  should  be  withdrawn  48  hours  prior  to  surgery,  at  which  nme  all  chemical  and 
physiologic  effects  are  gone  according  to  available  evidence  However,  in  case  of  emer- 
gency surgery,  since  INDERAL  is  a competitive  inhibitor  of  beta  receptor  agonists,  its  effects 
can  be  reversed  by  administration  of  such  agents,  e g . isoproterenol  or  levarlerenol  How- 
ever. such  patients  may  be  subieci  to  protracted  severe  hypotension  Difficulty  m restarting 
and  maintaining  the  heart  beat  has  also  been  reported 
IN  PATIENTS  PRONE  TO  NONALLERGIC  BRONCHOSPASM  (e  g . CHRONIC  BRON- 
CHITIS. EMPHYSEMA).  INDERAL  Should  be  administered  with  caution  since  it  may  block 
bronchodilalion  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of 
beta  receptors 

DIABETICS  AND  PATI  ENTS  SUBJECT  TO  HYPOGLYCEMIA  Because  of  its  beta- 
adrenergic  blocking  activity  INDERAL  may  prevent  the  appearance  of  premonitory  signs 
and  symptoms  (pulse  rale  and  pressure  changes)  of  acute  hypoglycemia  This  is  especially 
important  to  keep  in  mind  in  patients  with  labile  diabetes  Hypoglycemic  attacks  may  be  ac- 
companied by  a precipitous  elevation  of  blood  pressure 
USE  IN  PREGNANCY  The  safe  use  of  INDERAL  in  human  pregnancy  has  not  been  estab- 
lished Use  of  any  drug  in  pregnancy  or  women  of  childbearing  potential  requires  that  the 
possible  risk  to  mother  and/or  fetus  be  weighed  against  the  expected  therapeutic  benefit 


Embryotoxic  effects  have  been  seen  in  animal  studies  at  doses  about  10  times  the  maximum 
recommended  human  dose  PRECAUTIONS 

Patients  receiving  catecholamine  depleting  drugs  such  as  reserpme  should  be  closely  ob- 
served if  INDERAL  IS  administered  The  added  catecholamine  blocking  action  of  this  drug 
may  then  produce  an  excessive  reduction  of  the  resting  sympathetic  nervous  activity  Occa- 
sionally the  pharmacologic  activity  of  INDERAL  may  produce  hypotension  and/or  marked 
bradycardia  resulting  in  vertigo,  syncopal  attacks,  or  orthostatic  hypotension 
As  with  any  new  drug  given  over  prolonged  periods,  laboratory  parameters  should  be  ob- 
served at  regular  intervals  The  drug  should  be  used  with  caution  m patients  with  impaired 
renal  or  hepatic  function  . 

ADVERSE  REACTIONS 


Cardiovascular  bradycardia,  congestive  heart  failure  intensification  of  AV  block  hypoten- 
sion, paresthesia  of  hands,  arterial  insufficiency,  usually  of  the  Raynaud  type  thrombocyto- 
penic purpura 

Central  Nervous  System  lightheadedness.  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations:  an  acute  reversible  syndrome  characterized  by  disorientation 
for  lime  and  place,  short  term  memory  loss,  emotional  lability,  slightly  clouded  sensonum. 
and  decreased  performance  on  neuropsychometrics 
Gasirointeslinal  nausea,  vomiting  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 
Allergic  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  bronchospasm 

Flematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura 
Miscellaneous  reversible  alopecia  Oculomucocutaneous  reactions  involving  the  skin, 
serous  membranes  and  coniunctivae  reported  for  a beta  blocker  (practolol)  have  not  been 
conclusively  associated  with  propranolol 

Clinical  Laboratory  Test  Findings  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 


ORAL  DOSAGE  AND  ADMINISTRATION 

HYPERTENSION -Dosage  must  be  rndividua/rzecf  The  usual  initial  dosage  is  40  mg 
INDERAL  twice  daily  whether  used  alone  or  added  to  a diuretic  Dosage  may  be  increased 
gradually  until  adequate  blood  pressure  is  achieved  The  usual  dosage  is  160  to  480  mg  per 
day  In  some  instances  a dosage  ol  640  mg  may  be  required  The  lime  needed  for  full  hyper- 
tensive response  to  a given  dosage  is  variable  and  may  range  from  a few  days  to  several 
weeks 

While  twice-daily  dosing  is  effective  and  can  maintain  a reduction  in  blood  pressure 
throughout  the  day.  some  patients,  especially  when  lower  doses  are  used,  may  experience 
a modest  rise  m blood  pressure  toward  the  end  ol  the  12  hour  dosing  interval  This  can  be 
evaluated  by  measuring  blood  pressure  near  the  end  of  the  dosing  interval  to  determine 
whether  satisfactory  control  is  being  maintained  throughout  the  day  If  control  is  not  ade- 
quate. a larger  dose,  or  3 times  daily  therapy  may  achieve  better  control 


PEDIATRIC  DOSAGE 

At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too  timited  to  permit  ade- 
quate directiohs  for  use 


INTRAVENOUS 

The  intravenous  administration  ol  INDERAL  has  not  been  evaluated  adequately  m the 
management  of  hypertensive  emergencies 

OVERDOSAGE  OR  EXAGGERATED  RESPONSE 
IN  THE  EVENT  OF  OVERDOSAGE  OR  EXAGGERATED  RESPONSE.  THE  FOLLOWING 
MEASURES  SHOULD  BE  EMPLOYED 

BRADYCARDIA- ADMINISTER  ATROPINE  (0  25  lo  1 0 mg)  IF  THERE  IS  NO  RE- 
SPONSE TO  VAGAL  BLOCKADE  ADMINISTER  ISOPROTERENOL  CAUTIOUSLY 
CARDIAC  FAILURE  - DIGITALIZATION  AND  DIURETICS 

HYPOTENSION- VASOPRESSORS,  e g . LEVARTERENOL  OR  EPINEPHRINE  (THERE  IS 
EVIDENCE  THAT  EPINEPHRINE  IS  THE  DRUG  OF  CHOICE) 

BRONCHOSPASM  ADMINISTER  ISOPROTERENOL  AND  AMINOPHYLLINE 

HOW  SUPPLIED 

TABLETS  INDERAL  (propranolol  hydrochloride) 

No  461  - Each  scored  tablet  contains  10  mg  of  propranolol  hydrochloride,  in  bottles  of  100 
and  1,000  Also  m unit  dose  package  of  100 

No  462  - Each  scored  tablet  contains  20  mg  of  propranotol  hydrochloride,  in  bottles  ol  100 
and  1.000  Also  in  unit  dose  package  of  100 

No.  464  - Each  scored  tablet  contains  40  mg  of  propranolol  hydrochloride,  m bottles  of  100 
and  1.000  Also  in  unit  dose  package  of  100 

No  468  Each  scored  tablet  contains  80  mg  of  propranolol  hydrochloride,  in  botlles  of  100 
and  1.000  Also  in  unit  dose  package  of  100 


INJECTABLE 

No  3265-  Each  ml  contains  l mg  ol  propranolol  hydrochloride  in  Water  for  Injection  The 
pH  IS  adjusted  with  citric  acid  Supplied  as  1 ml  ampuls  in  boxes  ol  10 


Reference:!  Freis.  E D Hypertension  (SuppI  II)  3 230  (Nov-Dec  ) 1981  7997/482 
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MEDICAL  ARTS  CLINIC 

of 

GUYMON,  OKLAHOMA 


Is  Seeking  A Progressive  Family  Practitioner. 
We  Offer  You: 

— An  Excellent  Financial  Program 
— A Fully  Staffed,  Modern  Clinic 
— Staff  Privileges.  County  Hospital 
— Opportunity  To  Expand  Your  Surgical  Skills 
— Time,  To  Call  Your  Own 


Send  C.  V.  To 

MEDICAL  ARTS  CLINIC 
P.O.  BOX  1590 

Guymon,  Oklahoma  73942 
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HEALTH 


WE’RE  BETTING  $150  ON 
YOUR  GOOD  HEALTH. 

Has  any  health  insurance  company  offered  you  $150  a year  for 
staying  well? 

Not  likely. 

But  PLICO  HEALTH  does  through  its  “Wellness  Bonus”  plan. 

The  plan  is  just  this  simple; 

//you  or  others  covered  under  a single  insuring  agreement  find  it 
unnecessary  during  a given  policy  year  to  file  a claim  against  PLICO 
— Lue’ll  send  you  a check  for  $150. 

As  a true  doctor  company,  we  support  the  preventive  medicine 
principle.  And  it’s  worth  $150  to  us  to  see  you  maintain  your  good 
physical  and  mental  health  — through  regular  habits  of  proper  diet, 
a planned  exercise  program,  adequate  rest  and  relaxation,  periodic 
checkups  and  all  of  those  other  measures  which  lead  to  a balanced 
and  healthy  lifestyle. 

We’re  betting  that  many  members  of  Oklahoma’s  medical  com- 
munity are  already  living  this  way  — and  we’re  hoping  that  our 
“Wellness  Bonus”  will  provide  the  incentive  for  many  others  to 
begin  the  habit  of  good  health. 

PLlCO’s  “Wellness  Bonus”  is  a deal  where  everybody  wins  — 
our  insureds  can  enjoy  longer  and  better  lives,  and  the  company  can 
hold  down  the  cost  of  your  insurance  by  not  having  to  pay  claims  for 
avoidable  health  situations. 

PLICO  realizes,  of  course,  that  everyone  is  destined  to  need  in- 
tensive professional  attention  from  time  to  time.  So  the  money  we 
don’t  pay  out  in  bonuses  will  be  reserved  for  this  purpose  — the  real 
purpose  that  health  insurance  is  all  about. 

PLICO  health’s  “Wellness  Bonus”  is  a unique  health  in- 
surance concept  — It  pays  if  you  stay  well,  and  it  pays  well  if  you  get 
sick. 

Your  best  choice,  of  course,  is  to  strive  for  the  “Wellness 
Bonus”  this  year.  We’re  ready  to  bet  $150  you  can  do  it. 

PLICO  HEALTH  IS  A DIVISION  OF 
THE  PHYSICIANS  LIABILITY  INSURANCE  COMPANY 

P.O.  Box  18171,  Oklahoma  City,  OK  73154,  405/843-0215 
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The  NME 

"establish 

your 

practice" 

benefits 

package: 


*Over  60  well  equipped  acute 
care  hospitals. 

^Selected  financial  assistance. 

^Management  consulting. 

*An  array  of  professional 
service  skills  and  talents  to 
assist  you. 

* Locations  from  coast 
to  coast. 


If  you’re  a Primary  Care  Physician,  call 
for  yours  today. 


For  further  Information,  contact: 

Raymond  C.  Pruitt,  Director  Physician  Relations 

National  Medical  Enterprises 

11620  wiishire  Bivd.,  Los  Angeles,  California  90025. 

Call  Toll-Free  800-421-7470 

or  collect  (213)  479-5526. 


nHTionRii  meoicRL 
enTBRPRises,  me. 


"The  Total  Health  Care  Company.  " 

An  Equal  Ooportunitv  Employer  M/F 


Cyclapen®-W  (cyclacillin) 

Indications 

Cyc/oci7/in  hos  less  in  vitro  activity  than  other  drugs  in  the  ompicil- 
lin  doss  and  its  use  should  be  confined  to  these  indications:  Treot- 
ment  of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  phoryngitis  caused  by  Group  A beta- 
hemolytic  streptococci 

Bronchitis  ana  pneumonia  coused  by  S.  pneumonioe  (for- 
merly D.  pneumoniae) 

Otitis  medio  caused  by  S.  pneumonioe  (formerly  0.  pneu- 
monioe),  H.  influenzae,  and  Group  A beto-hemolytic 
streptococci 

Acute  exocerbotion  of  chronic  bronchitis  caused  by  H. 
influenzae* 

*Though  clinical  improvement  has  been  shown,  bacteriologic 
cures  cannot  be  expected  in  oil  patients  with  chronic  respire- 
tory  disease  due  toH.  influenzae. 

SKIN  AND  SKIN  STRUCTURES  (integumentory)  infections  coused 
by  Group  A beto-hemolytic  streptococci  and  staphylococci,  non- 
penicillinose  producers 

URINARY  TRACT  INFECTIONS  caused  by  E.  coli  and  P.  mirofai/is. 
(This  drug  should  not  be  used  in  any  E.  coli  ond  P.  mirahilis 
infections  other  thon  urinory  tract.) 

NOTE:  Perform  cultures  ond  susceptibility  tests  initioHy  ond  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  ond  susceptibil- 
ity of  bocterio.  Theropy  may  be  instituted  prior  to  results  of 
sensitivity  testing. 

Contraindications  Contraindicoted  in  individuols  with  history  of 
on  allergic  reaction  to  penicillins. 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  in- 
dications listed  herein. 


Cyclacillin  has  less  in  vitro  octivity  than  other  drugs  of  the 
ampicillin  doss.  However,  clinical  trials  demonstrated  it  is 
efficacious  for  recommended  indications. 

Serious  and  occasional  fatal  hypersensitivity  (anophylac- 
toid)  reactions  have  been  reported  in  patients  on  penicil- 
lin. Although  anaphylaxis  is  more  rrequent  following 

ftarenteral  use,  it  has  occurred  in  patients  on  oral  penicil- 
ins.  These  reactions  are  more  apt  to  occur  in  individuals 
with  history  of  sensitivity  to  multiple  allergens.  There  are 
reports  of  patients  witn  history  of  penicillin  hypersen- 
sitivity reactions  who  experienced  severe  hypersensitivity 
reactions  when  treated  with  a cephalosporin.  Before  peni- 
cillin therapy,  carefully  inquire  about  previous  hypersen- 
sitivity reactions  to  penicillins,  cephalosporins  ond  other 
allergens.  If  ollergic  reaction  occurs,  discontinue  drug  ond 
initiate  oppropriote  therapy.  Serious  anaphylactoid  reac- 
tions require  immediate  emergency  treatment  with  epine- 
phrine. Oxygen,  I.V.  steroids,  airway  manogement, 
mcludinq  intubation,  should  also  be  administered  as 
indicotea. 

Precautions  Prolonged  use  of  ontibiotics  may  promote  over- 
growth of  nonsusceptible  organisms.  If  superinfection  occurs, 
take  oppropriote  measures. 

PREGNANCY:  Pregnoncy  Category  B.  Reproduction  studies  per- 
formed in  mice  ond  rots  at  doses  up  to  K)  times  the  human  dose 
revealed  no  evidence  of  impoired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin.  There  ore,  however,  no  odequote  ond  well-con- 
trolled studies  in  pregnont  women.  Because  animal  reproduction 
studies  ore  not  olwoys  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  cleorly  needed. 

NURSING  MOTHERS:  It  is  not  known  whether  this  drug  is  ex- 
creted in  humon  milk.  Because  many  drugs  are,  exercise  coution 
when  cyclacillin  is  given  to  a nursing  woman. 

Adverse  Reactions  Orel  cyclacillin  is  generally  well  tolerated. 
As  with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergy,  osthmo,  hoy  fever,  or 
urticorio.  Adverse  reactions  reported  with  cyclocillin:  diorrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 in  50),  and  skin  rash  (in  opproximately  1 in 
60).  Isolated  instances  of  headache,  dizziness,  abdominal  pain, 
voginitis,  and  urticorio  have  been  reported.  (See  WARNINGS) 
Other  less  frequent  odverse  reactions  which  may  occur  ond  are 
reported  with  other  penicillins  ore  anemia,  thrombocytopenia, 
thrombocytopenic  purpuro,  leukopenia,  neutropenia  and  eosino- 
philia.  These  reactions  ore  usually  reversible  on  discontinuation  of 
theropy. 

As  with  other  semisynthetic  penicillins.  SGOT  devotions  hove 
been  reported. 

As  with  ontibiotic  therapy  generally,  continue  treotment  at  least 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bac- 
terial erodicotion  is  evidenced.  In  Group  A beto-hemolytic 
streptococcol  infections,  at  leost  10  days'  treotment  is  recom- 
mended to  guord  ogainst  risk  of  rheumotic  fever  or  glomerulone- 
phritis. In  chronic  urinary  troct  infection,  frequent  bocteriologic 
and  clinical  approisol  is  necessory  during  therapy  ond  possibly 
for  severol  months  ofter.  Persistent  infection  may  require  treat- 
ment for  severol  weeks. 


Cyclacillin  is  not  indicated  in  children  under  2 months  of  age. 
Patients  with  Renal  Failure  Cyclacillin  moy  be  safely  odministered 
to  patients  with  reduced  renal  function.  Due  to  prolonged  serum 
half-life,  potients  with  various  degrees  of  renol  impoirment  m^ 
require  chonge  in  dosoge  level  (see  DOSAGE  AND  ADMINIS- 
TRATION in  package  insert). 

Dosage  (Give  in  equolly  spaced  doses) 

ADULTS 


INFECTION 

Respiratory 

Troct 

Tonsillitis  & 
Pharyngitis 


Bronchitis  ond 
Pneumonia 
Mild  or 
Moderote 
Infections 
Chronic 
Infections 
Otifis  Media 

Skin  & Skin 
Structures 


250  mg  q.i.d. 


250  mg  q.i.d. 


500  mg  q.i.d. 

250  mg  to  500  mg 

q.i.d.- 

250  mg  to  500  mg 

q.i.d.  • 


CHILDREN' 


body  weight  < 20  kg 
(44  lbs)  125  mg  t.  i.d. 
body  weight  > 20  kg 
(44  lbs)  250  mg  t.i.d. 


50  mg/kg/doy  q.i.d. 


1 00  mg/kg/doy  q.i.d. 

50  to  100  mg/kg/day 

t.i.d." 

50  to  100  mg/kg/doy  »■ 
100  mg/kg/doy 


Urinory  Traci  500  mg  q.i.d. 

'Dosage  should  not  result  in  a dose  higher  than  that  for  odults. 
^depending  on  severity 

How  Supplied  Tablets  250  mg  and  500  mg  in  bottles  of  100. 
Oral  Suspension  125  mg  and  250  mg  per  5 ml  in  bottles  to  moke 
100  ml  and  200  ml  of  Suspension. 

Wyeth  Laboratories 


Lii' 


Mia<je<o''ia  Pa  i9'0' 


$300,000  of  Protection 


Includes: 

1.  Life  Insurance 

2.  Accidental  Death 

3.  Accidental  Death  by  Common  Carrier 

4.  Coverage  for  loss  of  a limb 

5.  Waiver  of  premium  included 

6.  Economical  rate;  varies  by  age 

Specially  designed  for  OSMA  Members! 

Call  today  about  a plan  for  you! 


Where:  405  236-4681 
Who:  Thomas  A.  Hamilton 

Administrator 

J.  Hawley  Wilson,  Jr. 


OSMA  Group  Life  Insurance  Trust 
500  City  Center  Building 
Oklahoma  City,  Oklahoma  73102 


The  Wilson  Agency 

500  City  Center 
Oklahoma  City,  Oklahoma 

Massachusetts  Mutual  Life  insurance  Co. 

Springfield,  Massachusetts 
Organized  1851 
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editorial 


Sorry  Shot 


Elsewhere  in  this  issue,  under  the  caption 
"Reaction  Time,”  our  readers  will  find  letters 
from  some  of  my  esteemed  colleagues  who 
wrote  in  response  to  a recent  editorial  of  mine 
entitled  "Right  Weapon  - Wrong  Target.”  In 
that  expression  of  opinion  I was  critical  of  the 
Surgeon  General’s  most  recent  condemnation 
of  cigarette  smoking  in  particular  and  the  use 
of  tobacco  in  general. 

I am  pleased  that  my  colleagues  read  the 
editorial  and  took  the  time  to  express  their 
views  and  convictions.  I respect  them  and  their 
opinions  and  am  grateful  to  them  for  their  let- 
ters, even  though  their  motivation  appears  to 
have  been  critical.  As  an  editor  I value  criti- 
cism as  much  as  praise  and  in  spite  of  my  pref- 
erence for  praise,  I realize  that  criticism  is 
more  apt  to  improve  my  performance  and  ele- 
vate the  quality  of  our  Journal. 

Without  responding  directly  to  the  chal- 
lenges contained  in  the  letters  — without  argu- 
ing the  validity  of  statistics  — and  without  in- 
itiating an  unending  controversy,  I will  take 
this  occasion  to  reiterate  the  real  point  of  my 
previous  editorial.  Obviously,  I totally  failed  to 
make  that  point,  a fault  which  is  mine,  exclu- 
sively. 

It  is  past  time  for  some  appropriate  voice  of 
authority  to  publicize  the  epidemic  of  alcohol 
abuse  in  our  nation;  a voice,  such  as  that  of  a 
Surgeon  General,  which  has  direct  access  to 
the  public  media.  In  my  opinion,  alcohol  abuse 
is  the  leading  cause  of  preventable  deaths  and 


by  an  even  broader  margin,  the  costliest  aber- 
ration of  behavior  among  the  citizens  of  this 
country  today,  in  terms  of  dollars,  human  suf- 
fering and  social  tragedy.  The  zealous  advo- 
cacy of  abstinence  from  smoking  by  so  many 
physicians  of  this  world  — while  so  few  advo- 
cate abstinence  from  drinking  — convinces  me 
that  the  vast  and  growing  problem  of  alcohol 
abuse  is  being  neglected  if  not  thoroughly  ig- 
nored. 

I do  not  endorse, the  use  of  tobacco  in  any 
form.  I do  not  question  the  role  of  cigarette 
smoking  in  the  pathogenesis  of  fatal  diseases.  I 
support  every  effort  to  educate  the  public  about 
the  hazards  of  smoking,  to  dissuade  beginners 
and  encourage  abstinence  among  current 
users.  And  I am  heartened  by  the  current 
statistics  which  suggest  that  cigarette  smoking 
may  be  in  a real  decline. 

I am  alarmed,  however,  by  the  fact  that  al- 
cohol abuse  is  a growing  problem,  especially 
among  the  youth  of  our  nation.  And  by  the  fact 
that  our  failure  to  address  the  issue  is  dis- 
missed by  recalling  that  prohibition  didn’t 
work. 

If  the  sanctity  of  my  environment  had  to  be 
defended  from  violation  by  a smoker  of  cig- 
arettes, I would  feel  adequately  armed  with  a 
pea-shooter.  On  the  other  hand,  if  I had  to  de- 
fend it  from  violation  by  a drunk,  a cannon 
would  not  be  excessive. 

That  was  my  point.  I apologize  for  my  poor 
marksmanship.  MRJ 
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Competition  may  be 
defined  as  the  striving  of 
two  or  more  for  the  same 
object;  a contest  for  the 
acquisition  of  something; 
a match;  a trial  of  abil- 
ity. "Pro-competition”  as 
an  approach  to  solve  the 
problems  of  medical  care 
costs  requires  considera- 
tion of  the  many  facets  of  the  possible  effects 
on  both  cost-effectiveness  and  the  quality  of 
medical  care.  Any  physician  who  practices 
medicine  has  been  in  competition  all  his  life 
with  each  of  his  colleagues  with  comparable 
skills  and  ability,  and  he  is  no  stranger  to 
the  ill  effects  of  his  own  shortcomings  on  his 
professional  satisfactions,  his  happiness,  and 
his  earnings.  Our  quest  for  increased  profes- 
sional knowledge  and  skills  is  stimulated  by 
this  sense  of  competition,  and  is  a great  fac- 
tor in  our  individual  professional  growth  and 
stature.  The  introduction  of  "Pro-competition” 
legislation  as  a means  of  inducing  cost- 
effectiveness  relies  upon  the  old  economic  law 
of  supply  and  demand,  and  requires  that  the 
physician,  nurse,  hospital,  pharmacy,  sup- 
pliers, and  all  others  concerned  with  medical 
care  reduce  their  own  costs  of  education,  prep- 
aration, continued  education,  and  day-to-day 
operations  in  order  to  "meet  the  competition.” 
This  is  purely  market-place  fact  and 
philosophy  and  ignores  the  other  facet  of  com- 
petition, which  is  really  to  produce  a superior 


and  more  desirable  product.  In  the  medical  pro- 
fession this  means  Quality  Medical  Care. 

The  Commission  on  the  Cost  of  Medical 
Care  has  noted  that  competition  affected  both 
the  level  of  cost  and  the  average  quality  of 
care  (to  lower  both).  In  general,  it  appears 
that  competition  is  an  effective  way  of  improv- 
ing the  cost-effective  delivery  of  services. 
Since  competition  is  nothing  new  in  the  med- 
ical profession  or  its  ancillary  services,  we 
must  assume  some  more  destructive  ap- 
proaches to  increase  cost-effectiveness.  One 
can  conjure  many  dragons  for  this  purpose  — 
assignment  of  physician-patient-hospital  use; 
combining  segments  of  the  medical  commun- 
ity into  forced  groups;  strict  governmental 
control  of  hospital  staffs;  direct  control  of  the 
length  of  physician  education  and  training; 
subsidization  of  organizations  for  health  care 
delivery;  mandatory  patient  referral;  and  an 
open  door  to  all  competitors  licensed  or  un- 
licensed, competent  or  incompetent.  All  these, 
although  perhaps  cost-effective,  are  even 
more  certain  to  reduce  the  quality  of  care. 

We  cannot  decry  competition,  but  we  must 
oppose  and  balance  all  efforts  at  cost- 
effectiveness  with  even  greater  efforts  to  con- 
tinue and  improve  the  quality  of  patient  care. 
The  American  Medical  Association  has  taken 
a similar  position,  and  deserves  our  support. 
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Homer  A.  Ruprecht,  MD 


Leaders  in  Medicine — 
Homer  A.  Ruprecht,  MD 

JUDY  LEITNER 


A Young  Ohio  physician,  just  finishing  his 
residency  at  Cleveland  City  Hospital  in  1931, 
received  a letter  requesting  that  he  consider 
setting  up  his  medical  practice  in  Tulsa. 

Homer  A.  Ruprecht,  MD,  didn’t  even  know 
where  Tulsa  was,  and  he  threw  the  letter 
away. 

"I  didn’t  even  answer  the  letter  because 
Tulsa  sounded  so  far  away  psychologically,” 
he  said. 

Now,  after  more  than  half  a century  of 
medical  service.  Dr  Ruprecht  is  one  of 
Oklahoma’s  most  respected  physicians  and  is 
a tireless  civic  leader  in  that  once  unknown 
city. 

Young  Dr  Ruprecht’s  introduction  to  the 
existence  of  Tulsa  via  the  letter  was  followed 
a short  time  later  by  a personal  visit  from 
the  letter  writer.  Dr  Murl  Springer,  founder 
of  Tulsa’s  Springer  Clinic.  Dr  Springer  was 
looking  for  a cardiologist  for  his  clinic  and 


had  been  given  Dr  Ruprecht’s  name  by  a 
mutual  acquaihtance  of  both  doctors. 

Although  unconvinced  of  a future  practice 
in  Tulsa,  Dr  Ruprecht  was  impressed  that  a 
physician  of  the  standing  of  Dr  Springer 
would  follow  up  on  his  recruiting  efforts.  So, 
after  "asking  around  about  Tulsa  and  hear- 
ing favorable  things”  from  some  of  his  col- 
leagues, Dr  Ruprecht  agreed  to  a visit  to 
Tulsa. 

The  result  of  that  visit  is  a 51-year  affilia- 
tion with  the  same  clinic  and  a deep  affection 
for  an  adopted  city  and  state. 

Both  Drs  Ruprecht  and  Springer  were 
graduated  from  Case  Western  Reserve  Uni- 
versity in  Cleveland,  Ohio. 

After  receiving  a bachelor’s  degree  in 
pre-medicine  and  chemistry  in  1925,  Dr  Rup- 
recht earned  his  MD  in  1928.  He  then  in- 
terned in  "straight”  medicine,  an  unusual  in- 
ternship at  the  time,  at  Lakeside  Hospital  in 
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Cleveland,  a teaching  hospital  affiliated  with 
Case  Western  Reserve. 

He  served  one  year  as  chief  resident  at 
Cleveland  City  Hospital  in  1930-31,  also  in 
medicine. 

Dr  Ruprecht  was  the  third  physician  in 
Tulsa  to  establish  a practice  in  cardiology. 
His  interest  in  the  speciality  was  stimulated 
by  "wonderful  teachers”  in  medical  school  in 
the  area  of  cardiovascular  physiology  and  by 
good  experience  in  cardiology  during  his  resi- 
dency program. 

The  practice  of  medicine  has  changed  tre- 
mendously since  Dr  Ruprecht  began  his  prac- 
tice in  Tulsa  in  September  of  1931,  some  for 
the  better  and  some  not  so  good,  says  the 
outspoken  physician. 

Looking  much  younger  than  his  78  years, 
the  nattily  dressed  cardiologist  was  almost 


reluctant  to  discuss  the  accomplishments  of 
his  medical  service.  So  full  of  the  energy 
which  continues  to  sustain  the  doctor  to 
maintain  a fulltime  practice.  Dr  Ruprecht 
had  difficulty  in  remaining  behind  his  desk 
during  the  course  of  the  interview.  His  alert 
brown  eyes  flickered  with  recollections  of  his 
early  practice. 

"The  physical  examination  hasn’t  changed 
too  much,”  he  said,  noting  for  a period  physi- 
cians did  not  pay  as  much  attention  to  the 
findings  of  the  examination  as  they  do  now. 

He  pointed  out  that  cardiologists  now  are 
dealing  with  different  diseases  than  when  he 
first  entered  the  field.  "There  used  to  be  lots 
of  rheumatic  fever  in  those  days,  in  fact,  the 
hospitals  were  full  of  it  when  I was  in 
school,”  he  said.  "Now,  it  is  pretty  rare.” 

He  said  antibiotics  probably  have  been  the  | 
greatest  advancement  in  medicine  during  his  1/ 
career,  because  people  who  were  once  given  ' 


Dr  Ruprecht  takes  the  pulse  of  Stewart  Allee  who  has  been  his  patient  for  more  than  20  years. 
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little  chance  for  survival  are  now  cured  of 
illnesses. 

"You  give  antibiotics  to  people  and  you 
don’t  even  take  the  illness  seriously  any- 
more,” he  said  of  streptococcal  infections 
which  used  to  result  in  many  cases  of 
rheumatic  fever. 

When  he  was  an  intern,  45  percent  of  pa- 
tients with  a particular  type  of  pneumonia 
died.  Dr  Ruprecht  said. 

"Now,  with  antibiotics,  you  don’t  really 
worry  about  them.” 

The  use  of  penicillin  has  made  rare  once 
widespread  heart  problems  related  to 
syphilis,  and  cardiologists  don’t  seem  to  see 
as  much  congenital  heart  diseases,  he  added. 

But,  now  heart  specialists  are  treating  in- 
creasing numbers  of  patients  with  prolasped 
heart  valve  problems.  "These  problems  are 
becoming  more  common  just  as  heart  surgery 
also  is  becoming  more  common,”  he  said. 

Dr  Ruprecht  "scrubbed  down”  on  one  of  the 
first  closed  heart  surgeries  ever  performed 
while  he  was  in  his  residency  at  Lakeside.  "It 
was  nothing  like  the  kinds  of  things  being 
done  now,  but  it  was  very  exciting  at  the 
time.” 

In  the  early  days  of  heart  surgery  the  mor- 
tality and  morbidity  rates  were  high  and  re- 
covery periods  were  long  and  "used  to  be 
hell,”  according  to  Dr  Ruprecht. 

"I  used  to  sometimes  wonder  if  it  was  re- 
ally worth  what  some  of  the  patients  went 
through  (following  heart  surgery),”  he  said. 

During  the  early  years,  cardiologists  had  to 
rely  on  the  electrocardiogram  and  the  x-ray 
for  diagnostic  tools.  They  had  nitroglycerin 
and  digitalis  available  for  treatment. 

New  drugs  now  do  a good  job  of  controlling 
most  high  blood  pressure  which  was  not  pos- 
sible early  in  his  career,  he  said.  When  asked 
about  the  effects  of  stress  on  modern  man.  Dr 
Ruprecht’s  eyebrows,  which  seem  to  punc- 
tuate many  of  his  statements,  shot  up. 

"I  just  don’t  buy  it,”  he  said.  "We  have  it 


Judy  Leitner  received  her  Bachelor  of  Arts 
degree  in  Journalism  from  the  University  of 
Oklahoma  in  1969  where  she  was  listed  on  the 
Dean’s  Honor  Roll.  She  has  been  a writer  and 
reporter  for  various  publications  in  Oklahoma 
and  Washington,  DC  and  the  recipient  of  many 
honors  and  awards. 


Both  Dr  Marcella  Steel  and  Dr  Ruprecht  have 
spent  their  entire  medical  careers  in  association 
with  the  Springer  Clinic  in  Tulsa. 


pretty  soft.  I think  we  flatter  ourselves.”  He 
suggested  our  forefathers  who  had  to  worry 
about  being  attacked  by  hostile  Indians  or 
dealing  with  the  problems  encountered  in 
frontier  life  were  really  under  much  more 
stress. 

The  public  is  doing  more  about  health 
problems  now,  such  as  controlling  high  blood 
pressure,  because  of  better  education  pro- 
grams, another  area  where  Dr  Ruprecht  has 
spent  a good  deal  of  time  and  effort  in  his 
professional  career. 

"For  a while,  doctors  felt  we  didn’t  need  to 
treat  high  blood  pressure.  In  fact,  many  felt 
it  might  be  harmful  to  bring  the  blood  pres- 
sure down,  but  we’ve  learned  the  blood  pres- 
sure must  be  controlled,”  he  stated. 

Cardiologists  are  seeing  less  heart  disease 
and  fewer  stroke  victims  since  the  onset  of 
good  public  education  programs.  He  cited  as 
an  example  the  contribution  that  programs 
on  the  importance  of  controlling  and  reducing 
salt  in  the  diet  have  made. 

But,  he  quickly  points  out  that  heart  dis- 
eases are  still  serious  health  problems.  The 
average  age  of  the  heart  attack  victim  is  now 
57  years,  he  said.  Although  women  "do  a lot 
better,  they  peak  about  10  years  later;”  it  is 
no  longer  rare  to  encounter  heart  attack  vic- 
tims in  the  35-to-40  year  age  group. 
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Smoking  may  be  an  important  factor  con- 
tributing toward  heart  attacks  in  younger 
men  and  women,  Dr  Ruprecht  said. 

When  asked  about  plans  to  retire,  Dr  Rup- 
recht looked  surprised  and  before  he  replied, 
many  of  the  laugh  lines  which  generously 
enliven  his  face,  were  much  in  evidence. 

"I  agree  with  Hemingway,”  he  said.  "When 
a man  retires,  a man  dies  because  what  a 
man  does  is  what  a man  is.” 

"Only  about  one  person  in  ten  can  retire 
and  be  happy.” 

Although  he  now  maintains  an  active  prac- 
tice, he  is  gradually  decreasing  his  case  load 
by  not  taking  any  new  patients.  He  continues 
to  serve  the  internal  medicine  needs  of  the 
patients  already  in  the  case  load.  "I’m  just 
slowing  down  by  attrition,”  he  explained. 

Giving  up  medicine  is  something  Dr  Rup- 
recht says  he  has  never  contemplated  since 
he  made  up  his  mind  to  become  a doctor 
while  still  a youngster.  In  fact,  he  says  he 
never  seriously  considered  any  other  career. 

"My  mother  offered  me  three  alternatives,” 
he  recalls.  "I  could  either  become  a preacher, 
an  attorney  or  a doctor.  And  it  didn’t  seem  to 
be  difficult  to  make  a judgment  about  becom- 
ing a doctor.” 

He  says  he  didn’t  even  think  twice  about 
the  other  options  as  a boy  growing  up  in 
Lakewood,  Ohio,  a suburb  of  Cleveland. 

Dr  Ruprecht  is  out  of  the  office  on  Wednes- 
day afternoons,  a practice  he  has  followed  for 
many  years,  and  all  day  Thursday,  which  is 
devoted  to  tennis,  a sport  that  is  almost  a 
passion  with  him. 

For  years  his  Wednesday  afternoons  were 
spent  at  St  John’s  Hospital  where  he  taught 
a course  for  the  staff  in  electrocardiography, 
an  area  of  interest  and  research  with  Dr 
Ruprecht  for  many  years. 

"I’ve  always  been  interested  in  research,  in 
electrocardiography  chiefly,  but  I didn’t  like 
to  write  it  up,”  he  laughs.  He  has  had  a 
number  of  articles  published  on  the  subject  in 
the  Journal. 

When  asked  if  he  is  a good  tennis  player, 
he  replied,  "Let’s  say  I’ve  played  for  a long 
time  and  I’ve  played  lots  of  tennis.” 

The  walls  of  his  office,  tucked  away  in  the 
corner  of  an  examining  room  at  the  Springer 
Clinic,  have  few  adornments,  but  they  reflect 
the  major  interests  of  his  lifetime.  In  addition 
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to  a painting  of  his  sailboat,  one  of  the  means 
he  uses  to  relax,  are  citations  from  the  Tulsa 
County  Medical  Society  and  from  the  Tulsa 
City-County  Board  of  Health. 

He  has  been  a member  of  the  city-county 
health  board  since  the  1940’s,  when  he  was 
asked  to  serve  on  the  board  because  of  his 
leadership  as  president  of  the  county  medical 
society. 

Assured  the  volunteer  job  would  involve 
only  one  meeting  a year,  be  agreed  to  serve. 
Two  months  later,  the  health  department’s 
director  resigned. 

"The  board  had  to  run  the  department 
when  that  happened  and  I had  to  learn 
quickly  about  public  health  work,”  he  recalls. 

He  continues  to  serve  on  the  board  and  has 
seen  directors  come  and  go,  and  the  board 
bas  again  had  to  run  the  department  on  more 
than  one  occasion. 

Of  his  service  on  the  health  board.  Dr  Rup- 
recht, perhaps  a master  of  understatement, 
says,  "It  has  been  interesting.” 

When  young  Dr  Ruprecht  arrived  in  Tulsa 
all  those  years  ago,  he  was  already  married 
to  a young  physician  he  met  on  the  hospital 
wards  during  his  internship  years.  His  wife 
of  52  years  is  Dr  Marcella  Steel,  retired  anes- 
thesiologist and  long-time  director  of  school 
health  for  the  Tulsa  school  district. 

Dr  Steel  decided  when  the  couple  was  mar- 
ried in  1930  that  one  Dr  Ruprecht  would  be 
enough  and  she  elected  to  practice  under  her 
maiden  name,  a decision  Dr  Ruprecht  said 
saved  confusion  over  the  years  as  his  wife 
also  was  associated  with  the  Springer  Clinic. 

Dr  Steel  had  just  completed  her  internship 
when  the  couple  arrived  in  Tulsa  and  she 
was  considering  specializing  in  pediatrics. 
When  they  arrived  at  the  clinic,  she  learned 
there  was  a short  supply  of  anesthesiologists. 
She  then  returned  to  Ohio  for  speciality 
training  in  that  field. 

Like  her  husband.  Dr  Steel  has  said  she 
never  considered  any  career  other  than 
medicine.  The  daughter  of  a physician,  she 
made  her  commitment  to  medicine  at  an 
early  age. 

She  retired  in  1970  as  director  of  the  Tulsa 
public  schools  program  but  continued  for  sev- 
eral years  to  work  in  screening  clinics. 

The  couple  shares  many  interests  including 
tennis,  sailing  and  opera.  They  have  a 
weekend  retreat  on  Grand  Lake  where  they 
go  as  often  as  possible.  Both  love  to  travel 
and  their  travels  have  taken  them  to  Russia 
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on  two  occasions,  Egypt,  Europe,  a number  of 
times,  and  to  a favorite  area  in  the  western 
Mediterranean. 

On  one  of  the  visits  to  Russia,  a medical 
tour  organized  by  the  University  of  Southern 
California,  Dr  Ruprecht  toured  the  Soviet 
surgical  heart  institute  in  Moscow  which  he 
was  surprised  to  find  was  equipped  with  de- 
vices made  outside  Russia. 

Many  of  the  treatment  procedures  being 
used  by  the  Soviet  physicians  were  outdated 
by  technology  available  in  this  country.  Dr 
Ruprecht  felt. 

The  Ruprechts  have  two  children,  a daugh- 
ter, Virginia  (Mrs  Neil  McGowan),  who  is  a 


counselor  in  the  Tulsa  school  system,  and  a 
son,  Richard,  who  is  in  the  real  estate  busi- 
ness in  Tulsa.  They  have  two  grandchildren. 

A Fellow  of  the  American  College  of  Physi- 
cians, Dr  Ruprecht’s  list  of  honors  is  long 
and  illustrious.  In  addition  to  being  elected 
first  president  of  the  Tulsa  County  Heart  As- 
sociation in  1948-49,  he  was  also  elected  first 
president  of  the  Oklahoma  State  Heart  As- 
sociation in  1950. 

Dr  Ruprecht  was  instrumental,  along  with 
Dr  Russell  G.  Pigford  and  John  H.  Dunkin, 
owner  of  Tulsa’s  Brown-Dunkin  department 
store,  in  forming  the  Tulsa  heart  association 
in  October  1948. 


A 


Dr  Ruprecht’s  nurse,  interprets  a telephone  mes- 
sage for  the  doctor. 


Using  a heart  model,  Dr  Ruprecht  explains  to  pa- 
tient Margaret  Scott  just  which  part  of  the  heart  is 
involved  with  her  particular  illness. 


Ruprecht  / LEITNER 

In  November  1949,  at  a meeting  called  by 
Dr  Ruprecht,  a committee  was  formed  to  plan 
a state  heart  association.  The  committee  gave 
its  report  recommending  the  formation  at  a 
meeting  the  following  month  held  in  Okla- 
homa City  at  the  Skirvin  Hotel.  Out  of  that 
meeting  the  state  association  was  born  and 
Dr  Ruprecht  was  elected  its  first  president. 

Of  Dr  Ruprecht’s  contribution  to  better 
cardiac  health  care  and  education,  says  Rita 
Matthews,  executive  director  of  the  American 
Heart  Association,  Oklahoma  Affiliate,  Inc, 
as  the  group  is  now  known:  "He  has  been  a 
tremendous  influence  for  better  health  care 
in  Oklahoma  for  many  years.” 

She  added  that  his  "quiet  dynamism  and 
deep  dedication”  have  inspired  all  those  who 
have  known  him  through  the  years. 

"He  and  Marcella  Steel  are  a great  pair  of 
physicians  who  radiate  concern  and  compas- 
sion,” Ms  Matthews  said. 

Dr  Ruprecht  was  named  the  Tulsa  County 
Heart  Association’s  Man  of  the  Year  in  1973 
and  shared  the  Tulsa  County  Medical 
Society’s  selection  of  Doctor  of  the  Year  with 
his  wife  in  1975.  At  that  time,  the  couple  was 
honored  by  the  Tulsa  County  Medical  Auxil- 
liary  with  a tree-planting  project  in  Boulder 
Park. 

Dr  Ruprecht  is  a past  director  of  the  Ok- 
lahoma Cancer  Society  and  a past  president 
of  the  Tulsa  County  Medical  Society.  He 
seved  as  its  leader  in  1945. 

A Phi  Beta  Kappa  student,  he  holds  mem- 
berships in  Pi  Kappa  Alpha,  Phi  Rho  Sigma 
and  Alpha  Omega  Alpha.  He  is  a member  of 
the  American  Medical  Association  and  the 
American  Heart  Association. 

For  many  years,  while  the  Springer  Clinic 
was  located  near  downtown  Tulsa,  Dr  Rup- 
recht was  on  the  regular  staff  at  St  John’s 
Hospital  and  the  visiting  staff  at  Hillcrest 
Memorial  Hospital.  He  is  now  affiliated 
primarily  with  St  Francis  Hospital,  located 
across  the  street  from  the  Springer  Clinic. 

Dr  Ruprecht  is  on  the  faculty  of  the  Tulsa 
branch  of  the  University  of  Oklahoma  Medi- 
cal School  as  a Clinical  Associate  Professor 
of  Medicine  but  he  says  he  does  little  in- 
structing at  the  school. 

The  plain-speaking  physician,  who  uses  his 
hands  a great  deal  while  he  is  talking,  said 
he  thinks  it  was  a mistake  to  build  a sepa- 
rate medical  school  in  Tulsa.  He  suggests  it 
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would  have  been  more  practical  to  work  out 
arrangements  with  Tulsa  hospitals  to  provide 
clinical  training  rather  than  to  establish  a 
branch  of  the  medical  school  in  Tulsa. 

He  fears  the  day  is  quickly  approaching 
when  there  will  be  too  many  doctors  in  met- 
ropolitan areas.  An  over  supply  will  be  bad 
for  the  consumer.  Dr  Ruprecht  said,  as  doc- 
tors, pressed  for  money  to  meet  expenses,  will 
order  more  laboratory  work  and  x-rays  than 
are  really  necessary  in  order  to  generate  bus- 
iness for  themselves  and  colleagues. 

It  is  possible  to  reach  an  optimum  number 
of  physicians,  he  said,  and  suggests  that 
Oklahoma  City  and  Tulsa  are  "on  the  verge 
of  reaching  it.” 

He  also  had  strong  words  for  the  current 
emphasis  in  some  medical  schools  of  training 
more  physicians  in  general  practice.  The 
trend  away  from  specialization  and  back  to 
family  practice  is  one  he  strongly  opposes. 

"It  just  doesn’t  make  any  sense,”  he  said, 
as  his  eyebrows  shot  up  like  exclamation 
points. 

"I  think  the  answer  in  medicine  is  a nar- 
row field  because  you  can’t  cover  a wide  field, 
you  can’t  do  it.  I didn’t  think  you  could  do  it 
when  I graduated.” 

Training  physicians  in  family  practice  is 
not  going  to  help  remedy  the  medical  woes  of 
the  small  communities,  as  some  argue,  he 
said,  because  most  physicians  still  do  not 
want  to  set  up  practices  in  small  towns. 
"Mostly  because  their  families  just  do  not 
want  to  live  there,”  he  commented. 

"Training  more  physicians  in  family  prac- 
tice simply  is  not  going  to  filter  down  to  the 
small  towns.” 

One  of  the  spinoffs  of  Dr  Ruprecht’s  public 
health  work  on  the  City-County  Board  of 
Health  is  a membership  for  many  years  on 
the  Moton  Health  Center  board.  The  center  is 
a comprehensive  neighborhood  health  center 
program  founded  in  the  mid-1960s.  It  was 
originally  founded  with  funds  from  the  then 
US  Department  of  Health,  Education  and 
Welfare. 

The  clinic  is  located  in  what  Dr  Ruprecht 
describes  as  primarily  a black  ghetto  area.  Its 
goal  is  to  provide  health  care  for  those  who 
can’t  otherwise  afford  it.  Originally  designed 
to  bring  comprehensive  care  including  exten- 
sive mental  and  social  efforts,  it  has  been  cut 
back  through  the  years  as  federal  funds  have 
dried  up. 

Dr  Ruprecht  said  the  clinic  has  been  useful 
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but  "sure  isn’t  as  good  a function  or  an  idea 
as  it  looked  like  it  would  be  originally.” 

Medicine  is  perhaps  at  some  kind  of  a 
crossroads,  Dr  Ruprecht  says,  and,  although 
he  doesn’t  know  what  will  happen  in  the  fu- 
ture, the  doctor  says  some  action  in  control- 
ling medical  care  costs  must  come  soon. 

"Increases  in  medical  costs  have  gone  up 
much  faster  than  inflation,”  he  noted.  Some 
kind  of  restraints  must  be  put  into  play  on 
medical  costs  or  many  will  be  priced  out  of 
affording  adequate  medical  care. 

After  much  reflection,  he  said  he  tends  to- 
ward favoring  placing  an  annual  limit  in  the 
range  of  fifteen  percent  on  the  amount  medi- 
cal costs  are  allowed  to  increase. 

At  present,  there  are  no  incentives  for  hos- 
pitals to  economize,  he  said.  The  advent  of 
third-party  payers  has  had  a dramatic  effect 
on  hospital  costs  in  his  opinion. 

"I  don’t  think  as  doctors  there  is  anything 
we  can  do  about  many  of  the  increasing  costs 
of  hospitalization.  The  government  will  have 
to  do  it.” 

Modern  technology  has  produced  bigger, 
better  and  more  expensive  diagnostic  devices 
which  have  driven  up  the  cost  of  health  care. 
Dr  Ruprecht  comments,  and  "I  don’t  know 
whether  we  can  afford  it.” 

He  said  he  does  not  question  the  usefulness 
of  such  devices.  "Don’t  get  me  wrong,  I think 
they  are  great  and  I know  they  (the  expen- 
sive diagnostic  devices)  are  busy  all  the  time, 
but  I do  question  the  need  for  every  hospital 
to  have  several  of  them.” 

One  change  in  hospital  care  that  Dr  Rup- 
recht wholeheartedly  approves  of  is  the 
change  in  present  day  hospital  architecture 
to  provide  all  private  rooms. 

He  says  having  private  accommodations 
has  been  a great  boon  to  patient  recovery. 

"After  all,  you  don’t  go  to  some  fancy  hotel 
when  you  are  well  and  room  with  a stranger. 
Why  should  you  be  asked  to  do  so  when  you 
are  ill  and  trying  to  recover?”  he  asks. 


It  is  his  opinion  that  hospitals  adopting 
modular  care  facilities  and  staffing  are  offer- 
ing better  care  in  most  cases. 

When  asked  what  advice  he  would  give 
medical  students  considering  becoming  car- 
diologists, Dr  Ruprecht  said  young  doctors 
should  endeavor  to  learn  all  they  can  about 
heart  catheterization,  echocardiology  and  the 
use  of  new  drugs  to  treat  blood  clots.  They 
should  attempt  to  get  as  much  cardiologic  ex- 
perience as  possible  during  their  residency 
programs. 

The  practice  of  medicine,  he  says,  gets 
more  complicated  all  the  time.  "While  every 
doctor  has  some  obligation  to  learn  enough 
general  medicine  to  be  able  to  act  as  a refer- 
ring agent  for  his  patients,  doctors  must  nar- 
row their  scope,”  he  again  stressed. 

Medicine  in  the  United  States  seems  to  be 
heading  toward  some  of  the  same  mistakes 
made  by  the  British  in  recent  years,  he  said. 
"It  seems  as  if  we  are  trying  to  make  some  of 
the  same  mistakes  economically  and  socially 
as  well.” 

If  costs  are  not  contained.  Dr  Ruprecht 
fears  that  some  form  of  socialized  medicine  — 
a system  which  is  abhorrent  to  him  — may 
become  a reality. 

It  hasn’t  worked  in  England  and  would  not 
work  in  this  country.  Dr  Ruprecht  believes, 
because  most  Americans  are  used  to  better 
care  than  they  would  get  under  such  a sys- 
tem. 

Until  that  day  comes  when  socialized 
medicine  is  a reality.  Dr  Ruprecht  plans  to 
continue  his  practice,  follow  Tulsa’s  two 
major  college  basketball  teams,  play  a lot  of 
tennis  and  sail  his  boat  on  Grand  Lake  every 
chance  he  gets. 

He  also  plans  to  keep  on  enjoying  living  in 
Tulsa.  "I’ve  watched  it  grow  and  it  is  a nice 
size  now.” 

He  has  never  regretted  that  decision  made 
more  than  50  years  ago  — to  settle  there. 


Journal  / June  1982  / Volume  75 


143 


Topics  In  Perinatal  Medicine 


I:  Difficult  Vaginal  Deliveries 
and  How  to  Avoid  Them 


WARREN  M.  CROSBY,  MD 

This  article  provides  clincal  clues  to 
anticipate  difficult  vaginal  delivery  and 
suggests  clinical  strategies  to  avoid  traumatic 
delivery  by  selecting  those  patients  for 
Cesarean  section. 

The  current  rise  in  cesarean  section  rates 
has  resulted  at  least  in  part  from  increased 
ability  to  recognize  potential  maternal  and 
fetal  trauma  during  delivery.  Cesarean  sec- 
tion today  is  less  hazardous  than  difficult  for- 
cep  deliveries  for  both  the  mother  and  the 
fetus.  This  article  presents  obstetrical 
strategies  based  on  clinical  clues  that  help 
the  physician  avoid  difficult  and  traumatic 
delivery. 

RECOGNITION  OF  THE  MOTHER  AT 
RISK  FOR  BIRTH  TRAUMA 

The  obstetrical  history  of  the  patient  often 
indicates  a previous  difficulty  with  delivery. 
A long  second  stage  (over  two  hours)  or  over- 
all prolonged  labor  (over  20  hours)  often  indi- 
cates the  likelihood  of  a more  difficult  deliv- 
ery with  a subsequent  baby.  This  is  because 
fetal  size  at  term  normally  increases  with 
parity.  Similarly,  a history  of  a large  baby 
(over  nine  and  one-half  pounds  or  4,000 
grams),  even  if  delivered  easily  in  a previous 
pregnancy  should  be  a clue  that  the  next 
baby  may  be  excessively  large  and  the  deliv- 
ery traumatic.  A baby  that  is  estimated  to 
weigh  more  than  4500  grams  (or  ten  pounds) 
should  be  delivered  electively  by  cesarean 
section  because  of  the  risk  of  traumatic  deliv- 
ery due  to  shoulder  dystocia.  Diabetic  pa- 
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tients  and  patients  with  more  than  five  chil- 
dren can  be  expected  to  have  excessively 
large  babies.  Other  historical  clues  include 
previous  vaginal  or  cervical  surgery.  Previous 
vaginal  repairs  or  cervical  cerclage  often  re- 
quire cesarean  section  to  avoid  tearing  down 
the  good  effects  from  the  previous  operation. 
But  of  more  importance  to  this  discussion  is 
that  scar  tissue  doesn’t  stretch,  and  sudden 
lacerations  during  delivery  may  be  extensive. 

INTRAPARTUM  CLUES 

An  unengaged  head  of  the  fetus  in  early  to 
mid-labor,  particularly  in  primagravidas,  fre- 
quently heralds  a contracted  pelvis.  Deflec- 
tion of  the  fetal  head  as  estimated  by  the 
vaginal  exam  is  also  a clue  to  relative 
cephalopelvic  disproportion.  In  this  situation 
the  anterior  fontanel  is  often  felt  directly  in 
the  center  of  the  dilating  cervix  and  implies 
that  the  head  is  not  well  flexed.  Proper  flex- 
ion of  the  fetal  head  is  characterized  by  the 
posterior  fontanel  being  felt  in  the  center  of 
the  dilating  cervix.  Uterine  inertia  often  ac- 
companies a contracted  pelvis  or  an  abnormal 
presentation.  This  so  called  "clever  uterus” 
can  be  explained  by  the  fact  that  a uterus 
that  doesn’t  contract  well  often  doesn’t  force 
the  head  into  the  pelvis  normally;  the  result 
is  abnormal  presentation. 

The  cervix  also  sometimes  gives  clues  that 
things  are  not  going  well.  When  the  cervix 
becomes  compressed  between  the  symphysis 
pubis  and  the  fetal  presenting  part,  it  may 
become  edematous  and  therefore  unable  to 
retract.  Thus  cervical  edema  and  increasing 
thickness  of  the  anterior  lip  of  the  cervix  is  a 
clue  that  the  head  is  becoming  wedged  in  a 
contracted  pelvis.  It  is  often  possible  with 
inlet  contraction  to  appreciate  that  the  cervix 
is  not  properly  applied  to  the  fetal  presenting 
part  and  is  flopping  loosely  about  it  even  dur- 
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ing  a contraction.  This  is  decidedly  abnormal 
and  is  often  accompanied  by  an  inlet  contrac- 
tion. Similarly  a patient  who  has  uncontrol- 
led desire  to  push  in  the  first  stage  of  labor, 
well  prior  to  complete  dilatation,  often  has  a 
contracted  pelvis  with  an  occiput  posterior 
position.  In  this  situation  the  larger  occipital 
part  of  the  baby’s  head  compresses  the  rec- 
tum and  makes  the  patient  feel  the  urge  to 
push  prior  to  complete  dilatation.  This  situa- 
tion is  often  accompanied  by  a contracted 
pelvis  as  well.  Failure  of  descent  of  the  fetal 
head  during  the  last  centimeter  or  two  of  the 
first  stage  as  well  as  during  the  second  stage 
is  usually  associated  with  a contracted  inlet 
or  mid-pelvis.  Fetal  hydrocephalus  may  also 
prevent  the  head  from  descending.  Occasion- 
ally the  uterus  wraps  around  the  fetal  body 
with  hypertonic  uterine  contractions  in  such 
a way  as  to  form  a constriction  ring.  In  this 
rare  situation  the  descent  of  the  fetal  pres- 
enting part  is  prevented  by  the  constriction 
ring  of  the  uterus  entrapping  the  fetus  high 
in  the  pelvis. 

MANAGEMENT  OF  FAILURE  TO  PROGRESS 

Patients  demonstrating  these  clues  for  con- 
tracted pelvis  and  those  who  fail  to  progress 
in  labor  should  have  x-ray  pelvimetry.  X-rays 
reveal  bony  contraction  and  have  the  added 
value  of  properly  identifying  unsuspected  ab- 
normal presentations.  Even  when  there  are 
no  clues,  I feel  that  anyone  who  has  been  in 
the  hospital  in  labor  for  12  hours  and  hasn’t 
delivered  should  be  re-evaluated  by  x-ray.  In 
addition,  abnormal  uterine  contractions  can 
produce  failure  to  progress  even  when  the 
pelvis  and  fetal  presentation  are  normal.  The 
quality  of  the  labor  should  be  carefully 
evaluated  by  the  physician.  This  can  be  done 
either  by  means  of  the  internal  pressure 
catheter  attached  to  the  fetal  monitor,  or  by 
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the  hand  of  the  clinician.  The  physician’s 
hand  is  a better  transducer  than  the  external 
toco-dynaomometer.  An  experienced  obstetri- 
cian can  easily  tell  the  difference  between 
strong  contractions  and  weak  ones.  The  in- 
ternal catheter  attached  to  the  monitor  is 
particularly  good  in  extremely  obese  paients 
and  very  tense  patients  who  are  otherwise 
difficult  to  examine. 

After  evaluating  the  size  of  the  pelvis,  the 
fetal  position  and  the  quality  of  labor,  the 
clinician  is  in  a good  position  to  identify 
whether  the  patient  has  a good  prognosis  or  a 
bad  prognosis  for  delivery  in  the  next  several 
hours.  If  the  prognosis  is  poor,  as  identified 
by  a small  pelvis,  a large  baby  or  one  in  an 
abnormal  position,  particularly  in  the  pres- 
ence of  an  abnormal  labor,  cesarean  section  is 
ordinarily  elected  at  this  time.  More  often 
things  will  not  be  quite  so  clear  cut.  I feel 
that  if  the  pelvis  is  contracted  in  any  one  of 
three  diameters,  cesarean  section  can  be 
elected  at  this  time. 

The  pelvic  measurements  I use  to  separate 
a normal  pelvis  from  a contracted  one  are: 
A-P  of  the  inlet  of  ten  cm,  transverse  of  the 
inlet  11.5  cm,  and  an  interspinous  diameter 
of  9.5  cm  or  less.  If  the  x-ray  (done  with  a 
perforated  metal  ruler  placed  at  the  midplane 
of  the  pelvis)  shows  any  of  these  diameters  to 
be  contracted,  I feel  that  cesarean  section 
should  be  accomplished  without  further  wait- 
ing, because  the  cause  of  the  failure  to  prog- 
ress is  obvious  and  the  chance  for  easy  vagi- 
nal delivery  is  markedly  reduced.  In  the  ab- 
sence of  a contracted  pelvis,  I feel  that 
hypotonic  uterine  inertia  (inadequate  labor) 
should  be  treated  by  a trial  of  oxytocin  aug- 
mentation. Approximately  20%  of  abnormal 
labors  will  be  of  the  hypertonic  variety  in 
which  the  uterus  never  seems  to  contract 
very  well  but  never  seems  to  relax  very  well 
either.  Such  a pattern  is  obvious  when  moni- 
tored by  the  internal  catheter  technique. 
When  the  hypertonic  variety  of  uterine  iner- 
tia is  encountered,  I feel  that  oxytocin  will 
not  be  helpful  because  it  ordinarily  doesn’t 
improve  the  labor  and  it  may  produce  fetal 
distress.  Narcotic-induced  rest  or  epidural 
anesthesia  with  rehydration  are  occasionally 
rewarded  by  resumption  of  a normal  labor 
pattern. 

The  management  of  abnormal  presenta- 
tions requires  more  judgement.  Essentially 
all  varieties  of  occiput  posterior  or  occiput 
anterior  can  be  managed  by  allowing  a con- 
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tinuation  of  normal  labor  or  augmenting  a 
hypotonic  labor  if  the  pelvis  is  normal.  The 
management  of  more  difficult  presentations 
requires  a knowledge  of  their  usual  outcome. 
Brow  presentation  for  instance  is  relatively 
unusual  and  is  identified  by  the  palpation 
through  the  cervix  of  the  supraorbital  ridges 
and  the  bridge  of  the  nose.  Brow  pre- 
sentations ordinarily  will  require  delivery  by 
cesarean  section,  but  as  long  as  labor  is  not 
unduly  prolonged,  some  may  deliver  vagi- 
nally  by  either  flexion  into  a vertex  position 
or  extension  into  a face  presentation  as  the 
cervix  becomes  completely  dilated.  Face  pre- 
sentation is  sometimes  difficult  to  separate 
from  a breech  presentation,  but  the  x-ray  will 
always  make  this  distinction.  When  the  chin 
is  posterior  in  the  second  stage  of  labor  the 
prognosis  for  vaginal  delivery  is  poor.  A 
cesarean  section  is  ordinarily  recommended. 
When  the  chin  is  anterior,  the  same  diamet- 
ers of  the  head  are  presented  to  the  pelvis  as 
with  a well-flexed  vertex  presentation  and 
one  can  expect  an  easy  vaginal  delivery  when 
the  pelvis  and  the  labor  are  normal. 

When  the  baby’s  head  becomes  arrested  in 
the  transverse  position,  it  is  ordinarily  de- 
scribed as  a high  transverse  arrest  or  a low 
transverse  arrest.  High  transverse  arrest  (in 
which  the  presenting  part  is  from  0 to  -1-2 
station)  is  ordinarily  managed  by  the  use  of 
Barton  forceps  which  were  designed  for  this 
purpose.  These  forceps  should  be  used  only 
when  the  pelvis  is  known  to  be  adequate  and 
the  labor  is  normal.  Similarly  a low  trans- 
verse arrest  with  a presenting  part  at  -t2  to 
+ 3 station,  is  ordinarily  managed  with  a 
Kielland  forceps  which  were  designed  for  this 
application.  Rotation  from  occiput  posterior  to 
occiput  anterior  with  the  usual  type  of  for- 
ceps may  be  accomplished  when  the  labor 
and  the  pelvis  are  normal  and  the  head  deep 
within  the  pelvis  (-1-2  or  -1-3  station).  Each  of 
these  forcep  applications  are  termed  mid- 
forceps. Mid- forceps  are  either  easy,  (with  the 
forceps  going  on  easily,  the  rotation  progres- 
sing with  minimum  force,  and  traction  prog- 
ressing to  delivery  with  a minimum  of  effort) 
or  difficult.  Difficult  mid-forceps,  where  any 
of  these  maneuvers  is  other  than  "easy” 
should  be  abandoned  in  favor  of  cesarean  sec- 
tion. Mid-forcep  operations  should  be  done  in 
a sort  of  double  set-up.  By  this  I mean  that 
all  preparations  should  be  made  for  a 


cesarean  section,  with  an  anesthetist  and  the 
operating  team  ready  to  go.  Then  the  patient 
can  have  the  trial  forceps  application  and  if 
they  go  on  easily,  the  rotation  occurs  easily, 
and  the  baby  delivers  easily,  then  you  have 
accomplished  what  you  set  out  to  do  with  ap- 
propriate anesthesia.  On  the  other  hand  if 
the  forcep  application  is  difficult,  cesarean 
section  can  be  quickly  accomplished  with  a 
minimum  of  difficulty.  High  forceps  (pre- 
senting part  at  0 station  or  above)  are  too 
traumatic  and  have  been  entirely  replaced  by 
cesarean  section. 

SHOULDER  DYSTOCIA 

Earlier  in  this  commentary  I spoke  of  large 
babies.  I said  that  babies  that  weigh  or  are 
estimated  to  weigh  more  than  4500  grams  or 
ten  pounds  should  be  delivered  abdominally. 
This  is  because  of  the  threat  of  shoulder  dys- 
tocia. About  one  out  of  six  babies  who  weigh 
ten  pounds  or  more  will  have  shoulder  dys- 
tocia. In  this  situation  the  head  of  the  baby  is 
delivered  but  immediately  snaps  back  against 
the  perineum  because  the  shoulders  will  not 
enter  the  pelvis.  In  this  situation  the  shoul- 
der is  impinged  on  the  symphysis  pubis  or 
the  sacral  promontory.  The  best  management 
is  to  rotate  the  body  of  the  baby  180°  by 
pushing  the  shoulders  either  clockwise  or 
counter-clockwise  in  a propeller  like  manner. 
The  rotation  will  bring  the  high  shoulder  un- 
derneath the  bony  prominence  and  enable  de- 
scent and  delivery.  Extreme  downward  pres- 
sure on  the  neck  may  result  in  an  Erb’s  palsy 
or  other  severe  injuries  to  the  baby.  The  only 
other  maneuver  is  to  deliver  the  posterior 
shoulder  before  the  anterior  shoulder.  When 
this  is  attempted,  the  baby  often  ends  up 
with  a fractured  clavicle  or  humerus  or  both. 
The  rotational  maneuver  is  far  superior  and 
almost  always  works.  It  is  better  to  avoid  the 
shoulder  dystocia  entirely  by  delivering  pa- 
tients with  massive  babies  abdominally. 

SUMMARY 

1.  Look  for  clues  or  obstructed  labor. 

2.  Evaluate  pelvis,  presentation  and  qual- 
ity of  labor. 

3.  Mid-forcep  operations  should  be  done 
only  after  preparations  for  cesarean  delivery 
have  been  made. 

4.  Fetuses  thought  to  weigh  over  ten 
pounds  should  be  delivered  abdominally. 
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COMPUTED  TOMOGRAPHIC 
SCANNING  OF  THE  BRAIN 

NATIONAL  INSTITUTES  OF  HEALTH 
CONSENSUS  DEVELOPMENT 
CONFERENCE  STATEMENT 

November  4-6,  1981 


A Consensus  Development  Conference  held 
at  the  National  Institutes  of  Health  (NIH)  on 
November  4,  5,  and  6,  1981,  reviewed  scien- 
tific evidence  related  to  computed  tomog- 
raphic scanning  (CT)  of  the  brain. 

At  NIH,  the  Consensus  Development  Con- 
ference brings  together  investigators  in  the 
biomedical  sciences,  clinical  investigators, 
practicing  physicians,  and  consumer  and  spe- 
cial interest  groups  to  make  a scientific  as- 
sessment of  technologies,  including  drugs, 
devices,  and  procedures,  and  to  seek  agree- 
ment on  their  safety  and  effectiveness. 

On  the  first  two  days  of  the  meeting,  a 
Consensus  Development  Panel  and  members 
of  the  audience  heard  evidence  presented  on 
the  following  key  issues: 

What  are  the  indications  and  contraindica- 
tions for  employing  CT  scanning  for  diag- 
nosis of  intracranial  lesions?  How  much 
radiation  is  delivered  by  presently  avail- 
able CT  scan  equipment?  To  what  extent 
has  CT  scanning  influenced  the  manage- 
ment of  intracranial  disorders?  Has  the 
availability  of  CT  brain  scanning  influ- 
enced the  use  of  other  methods  of  imaging 
the  brain?  What  is  the  practical  limit  of 
definition  of  CT  scanning? 


Members  of  the  panel  included  physicians 
and  scientists  representing  biomedical  re- 
search, radiology,  pediatric  and  adult  neurol- 
ogy, neurosurgery,  radiation  therapy,  radia- 
tion physics,  critical  care  medicine,  family 
practice,  hospital  administration,  health 
economics,  and  other  fields  relevant  to  a dis- 
cussion of  CT. 

CT  is  a remarkable  new  development  in 
radiographic  imaging  which,  in  only  eight 
years,  has  transformed  the  diagnosis  and 
much  of  the  management  of  structural  dis- 
ease of  the  brain  and  its  surrounding  tissue. 
Presentation  by  experts  from  a variety  of 
fields  indicated  that  CT  is  a safe,  accurate, 
and  powerful  tool  in  the  primary  diagnosis  of, 
among  other  conditions,  brain  tumors,  brain 
hemorrhages,  effects  of  major  head  injury, 
and  certain  infections  of  the  brain.  Given  its 
speed,  accuracy,  and  low  radiation  dosage,  CT 
has  displaced  a number  of  other  radiologic 
diagnostic  procedures,  many  of  which  are,  in 
comparison,  more  uncomfortable,  more 
dangerous,  and  more  costly  to  the  patient. 

The  panel  considered  the  geographic  dis- 
tribution of  CT  scanners  and  the  current  pat- 
terns of  diagnostic  usage.  Two  important  con- 
siderations emerged.  It  appears  that  in  the 
US  today,  CT  may  not  be  sufficiently  availa- 
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ble  for  the  public  to  derive  the  full  benefit  of 
this  diagnostic  tool.  Evidence  points  to  an  in- 
sufficient number  of  instruments  in  several 
large  metropolitan  areas,  in  medically  under- 
served areas,  and  in  some  sparsely  populated 
regions  where  the  prevalence  of  head  trauma 
is  high.  In  some  instances,  however,  the  in- 
discriminate use  of  CT  has  occurred  in  pa- 
tients unlikely  to  have  structural  disease,  re- 
sulting in  displacement  of  patients  for  whom 
this  technology  is  critical.  Accordingly,  this 
consensus  report  suggests  appropriate  criteria 
for  the  use  of  CT  in  present  medical  practice. 

1.  What  are  the  indications  for  employ- 
ing CT  scanning  as  a primary  or  sec- 
ondary diagnostic  tool  for  intracranial 

lesions? 

CT  is  the  most  useful  diagnostic  study  av- 
ailable for  a number  of  intracranial  disorders. 
Its  efficacy,  particularly  in  the  detection  of 
traumatic  and  neoplastic  lesions,  is  well  es- 
tablished. There  is  evidence  that  CT  has  been 
a major  factor  in  decreasing  morbidity  and 
mortality,  especially  in  severe  head  injury 
and  brain  abscess.  The  presence  of  the  former 
or  suspicion  of  the  latter  present  clear  indica- 
tions for  CT. 

CT  detection  of  intracranial  tumors  is  now 
so  well  established  that  the  suspicion  of  any 
intracranial  mass  lesion  from  history  or 
neurological  examination  constitutes  a strong 
indication  for  this  procedure.  Spontaneous  in- 
tracranial hemorrhage  is  also  readily  de- 
tected by  CT  and  often  represents  another 
prime  indication.  Suspicion  of  arteriovenous 
malformation,  hydrocephalus,  herpes  en- 
cephalitis, parasitic  infestations,  and  progres- 
sive degenerative  diseases  of  the  brain  gen- 
erally constitutes  an  indication  for  CT. 

For  most  cerebral  vascular  ischemic  events, 
including  transient  ischemic  attacks  (TIAs), 
CT  may  not  be  required  to  make  the  diag- 
nosis. The  procedure,  if  available,  is  a helpful 
adjunct  when  using  anticoagulant  therapy. 
CT  will  clearly  distinguish  infarction  from 
hemorrhage  when  that  distinction  must  be 
made.  CT  will  also  detect  lesions  such  as 
meningiomas  or  subdural  hematomas.  This 
discrimination  is  particularly  important  in 
the  small  percentage  of  patients  with  these 
conditions  who  have  transient  symptoms 
similar  to  TIA. 
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CT  should  not  be  employed  as  a routine 
screening  procedure  when  a low  diagnostic 
yield  is  anticipated.  There  is  little  indication 
for  the  procedure  following  minor  head 
trauma,  simple  or  periodic  headache,  syncope, 
or  dizziness  unattended  by  other  neurological 
symptoms  or  signs.  Most  patients  with 
headache  should  be  considered  for  CT  scan- 
ning only  if  the  symptom  is  severe,  constant, 
unusual,  or  associated  with  abnormal 
neurological  signs. 

In  adults  with  seizure  disorders  the  indica- 
tions are  variable.  CT  is  essential  when  seek- 
ing a potential  structural  cause  of  complex 
partial  (temporal  lobe/psychomotor)  or  focal 
seizures  and  is  indicated  in  any  adult  with  a 
recent  onset  of  seizures.  The  finding  of  an  ob- 
vious clinical  cause  for  seizures  such  as  a 
withdrawal  state  or  metabolic  disturbance 
usually  obviates  the  need  for  CT.  If  seizures 
remain  uncontrolled  and  the  initial  CT  was 
normal,  the  scan  should  be  repeated  at  ap- 
propriate intervals. 

In  infants  and  children,  CT  is  useful  as  a 
primary  diagnostic  tool  in  the  evaluation  of 
intracranial  hemorrhage  and  mass  lesions. 
CT  may  be  used  to  evaluate  patients  post- 
operatively  and  those  who  have  received 
radiotherapy. 

In  children,  CT  should  be  considered  a 
primary  diagnostic  modality  in  evaluation  of 
severe  head  trauma,  other  causes  of  increased 
intracranial  pressure,  undiagnosed  coma, 
progressive  focal  neurological  signs  or  symp- 
toms, megalocephaly , and  selected 
neurocutaneous  syndromes.  CT  will  also  de- 
tect major  congenital  anomalies  of  the  brain. 
It  can  detect  perinatal  intraventricular 
hemorrhage,  but  transfontanel  ultrasonog- 
raphy is  the  preferred  diagnostic  procedure  in 
infants  under  one  year  of  age  because  of  the 
portability  of  the  ultrasonic  equipment  and 
the  ease  of  performing  this  test. 

CT  is  not  necessary  in  evaluating  the  ma- 
jority of  children  with  developmental  retarda- 
tion, cerebral  palsy,  seizure  disorders,  or 
headaches,  because  the  presence  of  a surgi- 
cally treatable  lesion  is  extremely  low.  The 
clinical  situation  must,  in  each  case,  be  con- 
sidered individually. 

2.  Are  there  specific  contraindications? 

CT  is  a remarkably  safe  diagnostic  proce- 
dure and  there  are  no  absolute  contraindica- 
tions to  its  use.  Its  employment  carries, 
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nevertheless,  potential  hazards,  as  does  any 
diagnostic  procedure.  These  may  include: 
separation  of  a critically  ill  patient  from  in- 
tensive medical  and  nursing  care;  an  adverse 
response  to  contrast  material;  and  a possible 
delay  in  applying  emergency  life-saving 
treatment  to  immediate  life-threatening  con- 
ditions such  as  acute  arterial  epidural 
hematoma.  CT  scanning  facilities  should 
have  immediately  available  the  staff  and 
equipment  to  manage  cardiorespiratory  and 
neurological  emergencies.  The  staff  itself 
should  be  skilled  in  methods  to  prevent 
movement  artifacts. 

The  use  of  contrast  agents,  usually  ad- 
ministered intravenously,  increases  accuracy 
and  may  assist  in  characterizing  lesions.  The 
benefits  of  enhancement  must  be  balanced 
against  the  increased  risk  to  the  patient 
should  an  adverse  reaction  occur.  The  total 
risk  of  the  use  of  contrast  materials  is  small 
and  the  incidence  of  severe  reactions  does  not 
exceed  0.04%.  Reactions,  when  they  do  occur, 
include  allergic  manifestations,  hypotension, 
congestive  heart  failure,  the  development  of 
renal  insufficiency,  and  possibly  adverse  ef- 
fects on  the  brain.  The  likelihood  of  complica- 
tions is  increased  by  advanced  age,  the  pres- 
ence of  diabetes,  cardiac,  renal,  or  cerebral 
vascular  disease  and  by  the  administration  of 
large  doses  of  contrast  material. 

3.  How  much  radiation  is  delivered 

during  use  of  currently  available  CT 

scan  equipment,  and  how  is  this  dos- 
age commonly  expressed? 

CT  irradiates  a transverse  section  of  the 
skull  with  a narrow  x-ray  beam,  commonly  10 
mm  wide  in  equipment  currently  available.  No 
single  number  can  completely  characterize  the 
dose  delivered  to  that  section  because  the  dose 
is  not  completely  uniform  throughout.  For 
many  purposes,  the  use  of  an  average  dose  per 
section  suffices.  Typically,  10  adjacent  trans- 
verse scan  sections,  each  of  10  mm  width  are 
sufficient  for  examination  of  the  entire  brain. 
The  average  dose  to  the  entire  brain  can  be 
estimated  from  the  average  dose  to  each  sec- 
tion. In  addition  to  the  average  dose,  the  sur- 
face dose  and  doses  of  other  points  may  also  be 
stated. 

The  dose  delivered  to  the  brain  depends 
upon  individual  machine  characteristics  and 
mode  of  operation  which  include  the  kilovol- 
tage  and  milliamperage  of  the  x-ray  tube,  the 


exposure  time  and  tube  current,  the  beam 
filtration,  the  x-ray  target-to-patient  dis- 
tance, the  CT  detectors  used,  the  scan  angle, 
etc.  Because  modern  CT  scanners  utilize  nar- 
row x-ray  beams  with  good  radiation  shield- 
ing, there  is  little  dose  delivered  to  tissues 
outside  the  imaged  volume.  Doses  to  sensitive 
organs,  such  as  the  thyroid  gland  and  the 
gonads,  which  are  well  outside  the  useful 
beam,  are  much  less  than  that  received  by 
the  brain.  The  radiation  dose  to  the  lens  of 
the  eye  is  low  if  it  is  outside  of  the  area 
scanned.  Scanning  should  exclude  the  eye  un- 
less it  cannot  be  avoided.  Adequate  mainte- 
nance and  proper  use  of  the  scanner  by 
trained  technicians  is  necessary  to  insure 
that  the  radiation  dose  is  the  minimum  re- 
quired for  the  examination. 

The  unit  by  which  dose  is  expressed  is  cur- 
rently undergoing  a transition  from  the 
commonly  used  rad  (100  ergs/gram)  to  the 
gray  (1  joule/kilogram).  The  relationship  be- 
tween the  rad  and  the  gray  is:  1 gray  = 100 
rad.  In  this  report,  the  unit  centigray  (cGy) 
will  be  used  (one  centigray  = 1 rad).  The  av- 
erage dose  to  the  brain  for  a complete  scan 
series  ranges  from  about  1-10  cGy.  This 
range  is  comparable  to  or  less  than  the  dose 
from  many  other  procedures  commonly  used 
in  diagnostic  or  dental  radiology.  Thus,  as  an 
x-ray  procedure,  routine  CT  does  not  deliver 
a particularly  high  radiation  dose. 

As  is  the  case  for  all  x-ray  studies,  particu- 
lar consideration  is  needed  in  the  examina- 
tion of  infants  and  children.  The  effects  of  re- 
peated cumulative  low-level  radiation  doses 
to  the  immature,  developing  brain  (particu- 
larly from  birth  to  two  years  of  age)  are  as 
yet  unknown.  Special  caution  must  be  exer- 
cised in  ordering  multiple  CT  scans.  In  the 
infant,  as  noted  earlier,  ultrasound  is  often 
the  preferred  modality  to  monitor  the  status 
of  abnormalities  such  as  hydrocephalus. 

Certain  practices,  including  repeated  scans, 
can  increase  the  dose  delivered.  Special  tech- 
niques — such  as  overlapping  sections  to  de- 
tect small  abnormalities,  very  thin  sections  to 
permit  multiplanar  reformatting,  (a  techni- 
que in  which  the  data  obtained  from  a series 
of  scans  made  in  one  CT  plane  are  reproces- 
sed in  the  computer  to  produce  images  of  sec- 
tions in  other  planes  through  the  head)  slow 
scans  to  improve  resolution,  and  dynamic 
scanning,  (multiple  sections  taken  at  one  lo- 
cation in  rapid  sequence  to  observe  changing 
patterns  of  contrast  enhancement)  — all  in- 
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crease  the  radiation  dose.  These  studies  may 
contribute  useful  information  in  specific  cases 
but  they  are  not  recommended  for  routine 
use. 

4.  To  what  extent  has  CT  scanning  in- 
fluenced the  management  of  intracra- 
nial disorders,  such  as  malignancy, 
trauma,  vascular  anomalies,  and  cere- 
brovascular disease? 

CT  has  had  a major  influence  in  the  man- 
agement of  many  intracranial  disorders.  It  is 
a procedure  entailing  minimal  discomfort  and 
morbidity  while  producing  a high  degree  of 
diagnostic  accuracy.  Lowered  morbidity  and 
mortality  result  from  the  decreased  use  of  in- 
vasive diagnostic  procedures. 

Prompt  employment  of  CT  has  improved 
the  management  of  severe  head  trauma.  The 
identification  of  traumatic  intracranial  mass 
lesions  causing  increased  intracranial  pres- 
sure has  led  to  early  surgical  treatment  of 
hematomas,  the  elimination  of  unnecessary 
surgical  explorations,  and  more  effective 
medical  management.  Evidence  suggests  that 
early  surgical  removal,  ie,  within  four  hours, 
of  acute  subdural  hematomas  has  decreased 
mortality  and  morbidity.  In  patients  with 
head  trauma  sequential  CT  has  permitted  the 
identification  of  expanding  intracranial  sub- 
acute and  chronic  hematomas  leading  to  an 
improved  outcome. 

The  management  and  prognosis  of  patients 
with  brain  abscess  have  been  substantially 
improved  since  the  introduction  of  CT.  The 
improvement  is  probably  the  result  of  early 
diagnosis  permitting  prompt  institution  of 
antibiotic  therapy  and  more  accurate  deter- 
mination of  whether  and  when  surgical  in- 
tervention is  needed. 

In  primary  brain  tumors,  and  in  contrast  to 
other  diagnostic  modalities,  the  use  of  CT  has 
resulted  in  the  detection  of  smaller  lesions 
and  more  accurate  localization;  lowered  sur- 
gical morbidity  and  mortality  and  a de- 
creased length  of  hospital  stay  have  been  the 
result.  In  metastatic  brain  tumors,  CT  iden- 
tifies and  localizes  single  and  multiple  lesions 
earlier  than  other  techniques,  thus  permit- 
ting optimal  treatment  of  both  the  metastatic 
and  primary  lesions.  Postoperative  complica- 
tions due  to  hemorrhage  or  edema  are  iden- 
tified more  accurately,  resulting  in  better 
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treatment.  Planning  of  radiation  treatment  of 
brain  tumors  is  aided  by  CT  as  is  follow-up 
evaluation  after  surgery,  radiotherapy,  and 
chemotherapy. 

CT  will  usually  differentiate  between  is- 
chemic and  hemorrhagic  intracranial  lesions. 
This  distinction  permits  selection  of  patients 
for  medical  or  surgical  therapy.  In  subarach- 
noid hemorrhage,  CT  can  obviate  the  need  for 
lumbar  puncture  by  the  demonstration  of 
subarachnoid  blood  in  a high  percentage  of 
cases  scanned  soon  after  the  hemorrhage.  It 
can  be  helpful  in  localizing  the  source  of  the 
bleeding  and  may  be  useful  in  predicting  de- 
velopment of  vasospasm.  CT  can  help  to  iden- 
tify the  ruptured  aneurysm  in  patients  har- 
boring multiple  aneurysms  and  sometimes 
shows  unruptured  asymptomatic  or  symp- 
tomatic aneurysms  or  arteriovenous  malfor- 
mations. In  selected  cases,  this  capability  has 
led  to  better  treatment  of  aneurysms  and  ar- 
teriovenous malformations  and  the  preven- 
tion of  later  complications  from  these  lesions. 

5.  Has  the  availability  of  CT  brain 

scanning  influenced  the  use  of  other 

methods  for  imaging  the  brain? 

The  superior  ability  of  the  CT  examination 
in  the  detection  of  intracranial  and  in- 
tracerebral disease  processes  has  profoundly 
altered  the  use  of  several  pre-existing  radio- 
graphic  methods  for  examining  the  brain. 
The  modalities  of  skull  roentgenography, 
geometric  cranial  tomography,  cerebral  an- 
giography (arterial  and  venous),  pneu- 
moencephalography, positive  contrast 
cisternography,  radionuclide  brain  scanning, 
and  ultrasonic  echoencephalography  have  all 
decreased  in  use.  Some  of  these  examina- 
tions, notably  the  most  invasive,  those  caus- 
ing significant  patient  discomfort,  or  those 
with  nonspecific  diagnostic  results  have  been 
affected  more  than  others.  Pneumoence- 
phalography, radionuclide  scans,  and  ul- 
trasonic echoencephalography  have  almost 
disappeared  from  the  neuroradiologic  ar- 
mamentarium where  CT  has  been  available. 
The  utilization  of  skull  roentgenography, 
geometric  cranial  tomography,  and  positive 
contrast  cisternography  has  declined  more  re- 
cently as  "modern”  high  resolution  CT  has 
become  available.  Such  scanners  provide 
bony  anatomic  information  in  addition  to  the 
unique  low-density  soft  tissue  data,  available 
only  with  CT. 

Oklahoma  State  Medical  Association 


Although  the  use  of  cerebral  angiography 
has  not  diminished  to  the  same  extent  as  the 
above-mentioned  procedures,  it  is  being  used 
less  frequently  as  a screening  or  diagnostic 
procedure. 

The  developments  enumerated  above  have 
had  a favorable  impact  upon  health  care  de- 
livery. CT  scanning  has  often  reduced  risk 
and  discomfort  for  patients.  Data  indicate 
that  the  costs  of  CT  in  diagnosis  have  been 
substantially  offset  by  a reduction  in  costs  re- 
sulting from  discontinued  procedures  and  the 
elimination  of  equipment  needed  to  carry 
them  out.  In  some  cases  net  costs  of  diag- 
noses have  even  been  reduced.  The  panel 
heard  evidence  that  the  use  of  CT  in  outpa- 
tient diagnosis  holds  the  potential  for  reduc- 
ing hospital  admissions  and  shortening  hospi- 
tal stay. 

The  success  of  CT  scanning  using  x-ray  has 
stimulated  interest  in  tomographic  imaging 
with  other  radiation  sources.  Similar  compu- 
ter techniques  are  being  used  to  reconstruct 
images  of  the  distribution  of  radioactive 
isotopes  within  the  brain,  procedures  called 
emission  computed  tomography  (ECT).  Two 
forms  of  such  techniques  have  been  developed 
related  to  the  type  of  radioactive  materials 
and  the  detection  system  employed.  These  are 
single  photon  ECT  (SPECT)  and  positron 
emission  tomography  (PET)  scanning.  SPECT 
and  PET  are  able  to  measure  functional  vari- 
ables such  as  local  cerebral  metabolism  and 
blood  flow  that  are  not  measured  by  CT. 
They  disclose  increased  vessel  permeability 
when  present,  which  may  also  be  detected  on 
CT  by  contrast  media  enhancement.  The  spa- 
tial resolution  of  these  techniques  is  less  than 
that  of  CT,  and  as  an  imaging  device  the  de- 
finition of  the  anatomic  position  of  the  meas- 
ured function  is  limited  with  SPECT  and 
PET.  At  present,  these  modalities  are  being 
applied  in  a limited  number  of  institutions 
and  their  clinical  role  in  the  evaluation  of 
stroke,  epilepsy,  and  the  metabolic  aspects 
associated  with  mental  disorders  is  the  sub- 
ject of  ongoing  research. 

Recently,  nuclear  magnetic  resonance 
(NMR),  a technique  using  nonionizing  forms 
of  energy,  has  been  used  to  produce  sectional 
images  of  the  human  body.  A strong  magne- 
tic field  used  in  conjunction  with  a radiofre- 
quency oscillating  magnetic  field,  induces 
signals  from  atomic  nuclei  in  tissues.  These 
signals  are  reconstructed  by  a computer  into 
sectional  images  in  any  plane  in  the  head  or 


body.  The  significance  of  the  technique  in 
clinical  diagnosis  remains  to  be  determined. 
The  potential  advantages  of  NMR  as  com- 
pared to  CT  are  the  possibilities  of  providing 
improved  imaging,  and  of  identifying  the 
chemical  state  of  some  important  nuclei  from 
which  energy  metabolism  can  be  inferred  at 
low  resolution.  In  addition,  the  potential 
hazards  associated  with  ionizing  radiation 
are  avoided  by  NMR.  There  are  no  known  de- 
leterious effects  on  tissues  or  organ  systems 
from  the  magnetic  fields  and  radiofrequency 
power  densities  presently  used.  The  extent  to 
which  tissue  characterization  techniques  will 
yield  clinically  useful  information  at  practical 
financial  costs  has  yet  to  be  established. 

6.  What  is  the  practical  limit  of  defini- 
tion and  resolution  in  CT  scanning  that 

may  preclude  its  value  in  the  diagnosis 

of  brain  disease? 

CT  scanners  are  designed  to  detect  mor- 
phologic abnormalities  of  the  brain.  In  the 
opinion  of  the  Panel,  most  contemporary 
scanners  meet  this  goal  with  a high  degree  of 
accuracy.  They  discriminate  among  lesions 
depending  on  contrast  and  size.  The  lower 
limit  of  resolution  is  difficult  to  define,  but 
some  scanners  are  capable  of  detecting 
pituitary  adenomas  as  small  as  three  mil- 
limeters. Unfortunately,  there  is  no  way  to 
know  how  many  "negative”  examinations  are 
truly  negative  or  simply  due  to  limitations  in 
the  imaging  method. 

Current  limitations  in  the  quality  of  CT 
scans  lie  in  spatial  and  contrast  resolution 
and  in  scan  speed.  Dramatic  improvements 
have  occurred  in  these  factors  since  1973,  but 
it  is  unlikely  that  this  pace  of  improvement 
can  be  maintained.  Improvement  in  contrast 
resolution,  or  the  ability  to  detect  a small 
signal  against  a noisy  background,  without 
increasing  the  radiation  dose,  is  dependent  on 
increasing  dose  efficiency  which  is  approach- 
ing its  theoretical  limit.  Spatial  resolution  is 
dependent  on  improvements  in  detector  and 
semiconductor  technology  and  can  be  ex- 
pected to  improve  as  these  technologies  ad- 
vance. An  increase  in  data  obtained  from 
selective  sampling  will  lead  to  optimizing  de- 
tection for  a given  signal  to  noise  ratio;  how- 
ever, to  obtain  quantitative  certainty  com- 
mensurate with  the  improved  sensitivity, 
radiation  dose  must  be  increased.  Scan  speed 
is  largely  limited  by  x-ray  tube  output  and 
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the  ability  of  the  x-ray  tube  anode  to  dissi- 
pate heat.  New  developments  in  x-ray  tube 
design  will  lead  to  increases  in  scan  speed. 

Thus  cost  and  the  potential  risk  of  in- 
creased radiation  dose  are  the  major  practical 
constraints  on  further  advancements  in  CT 
technology. 

The  conference  was  sponsored  by  the  Na- 
tional Institute  of  Neurological  and  Com- 
municative Disorders  and  Stroke,  and  co- 
sponsored by  the  National  Cancer  Institute. 


Assistance  in  planning  and  conducting  the 
meeting  was  provided  by  the  Office  for  Medi- 
cal Applications  of  Research,  NIH.  The  names 
of  members  of  the  Consensus  Development 
Panel  will  be  provided  upon  request. 

A bibliography  on  Computed  Tomographic 
Scanning  of  the  Brain  is  available  from  the 
Office  for  Medical  Applications  of  Research, 
Building  1,  Room  216,  NIH,  Bethesda,  Mary- 
land 20205.  This  bibliography  was  prepared 
by  the  Stroke  and  Trauma  Program,  National 
Institute  of  Neurological  and  Communicative 
Disorders  and  Stroke. 
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News  From 
The  Oklahoma  State 
Department  of 
Health 


Oklahoma  Immunization  Law 

Children  attending  schools  and  daycare  cen- 
ters in  Oklahoma  and  throughout  the  United 
States  are  required  by  law  to  have  evidence  of 
adequate  immunization  or  proper  exemption 
against  childhood  diseases.  Strict  enforcement 
of  this  law  has  proven  to  be  the  single  most 
effective  tool  in  raising  and  maintaining  im- 
munization levels  among  the  school-age  popu- 
lation, and  is  a major  factor  in  recent  dramatic 
declines  in  measles  and  other  vaccine- 
preventable  diseases  nationwide. 

The  state  health  department  and  county 
health  departments  closely  monitor  school  sys- 
tems in  Oklahoma  to  check  for  compliance  and, 
more  importantly,  to  assess  the  risks  of 
vaccine-preventable  disease  outbreaks.  Par- 
ents of  children  found  to  be  inadequately  im- 
munized or  improperly  exempted  are  notified 


by  school  officials  that  they  must  present  evi- 
dence of  adequate  immunization  within  a 
reasonable  time  period  if  the  child  is  to  remain 
in  school. 

Parents  seeking  duplicate  copies  of  immuni- 
zation records  or  records  indicating  that  the 
child  has  had  a disease  and,  therefore,  does  not 
need  immunization,  may  consult  their  private 
physician.  Children  whose  immunization 
status  does  not  meet  minimum  standards  can 
receive  the  necessary  vaccines  through  their 
physician  or  county  health  department  clinic. 
The  Oklahoma  immunization  law  states  that 
to  attend  school,  a child  must  have  evidence  of 
at  least  three  DTP  or  Td  immunizations,  four 
polio  immunizations,  and  measles  and  rubella 
immunization. 

Further  information  is  available  through 
the  OSDH  Immunization  Division, 
(405)  271-4073.  □ 


COMMUNICABLE  DISEASES  IN  OKLAHOMA  FOR  MARCH,  1982 


DISEASE 

March 

1982 

March 

1981 

February 

1982 

Total  To  Date 

1982 

1981 

Amebiasis 

1 

2 

2 

3 

2 

Aseptic  Meningitis 

3 

6 

3 

10 

10 

Brucellosis 

— 

1 

1 

1 

1 

Encephalitis,  Infectious 

— 

2 

4 

5 

6 

Gonorrhea  (Use  Form  ODH-228) 

1495 

1139 

1144 

3894 

3519 

Hepatitis  A 

58 

24 

51 

125 

71 

Hepatitis  B 

20 

19 

22 

52 

52 

Hepatitis  Unspecified 

18 

14 

35 

61 

40 

Malaria 

— 

1 

— 

— 

2 

Measles  (Rubeola) 

— 

1 

— 

— 

3 

Meningococcal  Infections 

3 

10 

3 

9 

16 

Pertussis 

1 

— 

1 

2 

1 

Rabies  (Animal) 

25 

22 

10 

49 

45 

Rocky  Mountain  Spotted  Fever 

— 

— 

— 

— 

— 

Rubella 

— 

— 

1 

1 

— 

Salmonellosis 

11 

21 

12 

36 

63 

Shigellosis 

17 

13 

33 

81 

37 

Syphilis  (Use  Form  ODH-228) 

16 

23 

14 

46 

46 

Tetanus 

— 

— 

— 

— 

— 

Tuberculosis 

25 

30 

40 

91 

72 

Tularemia 

1 

1 

— 

1 

1 

Typhoid  Fever 

— 

1 

2 

3 

4 
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PLICO  Health  Enrollment  Up 
As  Program  Confidence  Grows 

Demonstrating  their  confidence  in  the  new 
PLICO  Health  program,  nearly  half  of 
OSMA’s  membership  has  signed  up  to  par- 
ticipate in  the  comprehensive  health  insur- 
ance plan.  When  members’  families,  emp- 
loyees, and  their  dependents  are  added  in, 
the  total  number  of  PLICO  Health  enrollees 
swells  to  almost  10,000. 

Besides  its  broad  health  coverage,  the 
PLICO  plan  includes  a special  "stay  well” 
bonus.  Participants  who  do  not  use  their 
coverage  during  a particular  policy  year  re- 
ceive a $150  refund  bonus. 

Those  eligible  for  coverage  under  PLICO 
Health  include  OSMA  members,  their 
families,  and  their  employees  and  depen- 
dents. The  policy  has  standard  deductible  op- 
tions of  $100,  $200,  and  $300.  After  the  de- 
ductible is  met,  the  plan  pays  80  percent  of 
covered  expenses  until  out-of-pocket  costs  are 
satisfied.  Once  these  costs  are  met  ($200, 
$400,  or  $600,  depending  on  the  option), 
PLICO  pays  100  percent  of  covered  expenses. 

The  open  enrollment  period  for  PLICO  runs 
until  July  1.  After  that  time,  individuals  ap- 
plying for  coverage  may  be  required  to  fur- 
nish proof  of  insurability.  For  information  on 
PLICO  Health,  contact  the  C.  L.  Frates  Com- 
pany at  (405)  848-6727.  □ 


Changes  in  CHAMPUS  Benefits 
Affect  Patients  and  Physicians 

Changes  in  the  Defense  Authorization  Act 
that  went  into  effect  April  1 will  result  in 
lower  out-of-pocket  costs  for  beneficiaries  of 
the  Civilian  Health  and  Medical  Program  of 
the  Uniformed  Services  (CHAMPUS).  The 
changes  also  should  increase  participation  by 
physicians  in  the  military  health  program. 
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The  new  legislation  simplifies  the  proce- 
dure for  determining  allowable  charges  for 
medical  services  and  permits  updates  to  be 
made  every  six  months  instead  of  annually. 
CHAMPUS  payments  thus  should  reflect 
more  accurately  the  current  fees  charged  by 
physicians  and  other  health-care  providers. 

Under  the  new  procedure,  CHAMPUS  pro- 
fides  the  fees  for  specific  medical  procedures 
charged  the  year  before  by  health-care  pro- 
viders who  billed  CHAMPUS.  Profiles  of  pro- 
fessional fees  for  both  inpatient  and  outpa- 
tient services  are  established  for  each  state. 
The  allowable  charge  is  then  set  at  a level 
that  would  cover  the  fees  charged  by  eight  of 
ten  health-care  providers. 

The  changes  in  CHAMPUS  reimburse- 
ments are  expected  to  result  in  an  additional 
$8  million  in  benefits  payments  the  first 
year.  □ 


VA  Research  Award  Presented 
To  Oklahoma  City  Physician 

Dr  Sami  I.  Said,  chief  of  pulmonary 
medicine  at  the  Veterans  Administration 
Medical  Center  in  Oklahoma  City  and 
member  of  the  Oklahoma  State  Medical  As- 
sociation, has  received  the  VA’s  most  pre- 
stigious award. 

Dr  Said  was  presented  with  the  William  S. 
Middleton  award  for  outstanding  medical  re- 
search over  the  last  10  years  in  the  Veterans 
Administration.  With  it  went  a check  for 
$5,000. 

In  his  pulmonary  medicine  research.  Dr 
Said  backed  the  point  of  view  that  the  lung  is 
a metabolic  organ  and  not  just  a bellows  that 
draws  air  in  and  blows  out.  He  also  partici- 
pated in  the  discovery  of  vasoactive  intestinal 
peptide,  one  of  the  first  peptides  identified 
outside  the  nervous  system. 

Dr  Said,  who  came  to  the  United  States 
from  Egypt  in  1953,  has  been  at  the  Okla- 
homa City  VA  center  since  July  1981.  He 
also  has  served  as  professor  of  medicine  at 
the  University  of  Oklahoma  Health  Sciences 
Center  and  as  chief  of  the  Pulmonary  Disease 
and  Critical  Care  Section  at  Oklahoma 
Children’s  Memorial  Hospital.  D 
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Screening  System  Developed 
To  Reduce  X-Rays  and  Costs 

A new,  cost-saving  method  for  reducing 
unnecessary  x-rays  of  limb  injuries  has  been 
developed  by  Donald  A.  Brand,  PhD,  of  Yale 
University’s  School  of  Medicine,  with  funding 
from  the  National  Center  for  Health  Services 
Research  (NCHSR). 

Brand’s  screening  system  applies  a set  of 
14  clinical  indicators,  including  bone  defor- 
mity, severe  swelling,  and  impaired  sensa- 
tion, which  have  been  pretested  for  their  abil- 
ity to  predict  fractures. 

The  procedure  was  derived  from  data  ob- 
tained on  864  patients  admitted  to  the 
Yale-New  Haven  Hospital  Emergency  Service 
with  acute  upper  and  lower  extremity  in- 
juries. The  patients  — all  15  years  old  and 
over  who  had  suffered  a trauma  up  to  seven 
days  earlier  — were  examined  and  treated  by 
five  physician  assistants  (PAs)  during  a two- 
year  period  beginning  in  October  1977. 

The  PAs  recorded  all  potentially  relevant 
information  from  the  patient’s  history  and 
physical  examination,  including  x-ray  results. 
Statistical  analysis  and  review  of  the  data  by 


an  expert  panel  yielded  a protocol  that  re- 
commended x-rays  for  patients  exhibiting  any 
of  14  indicators.  Up  to  14  percent  of  extrem- 
ity x-rays  taken  at  Yale-New  Haven’s 
Emergency  Service  during  this  period  were 
negative.  Brand  found. 

When  the  screening  protocol  was  treated  on 
848  new  patients  with  extremity  injuries, 
x-ray  use  declined  by  8 percent  and  would 
have  fallen  more  had  not  some  patients  de- 
manded x-rays.  One  fracture  out  of  287  was 
missed,  but  the  treatment  was  appropriate 
and  the  outcome  was  satisfactory,  according 
to  Brand. 

"These  findings  indicate  that  the  screening 
protocol  could  save  between  $79  million  and 
$139  million  nationwide  without  compromis- 
ing quality  of  care,”  Brand  said. 

The  findings  of  this  research  were  reported 
in  the  February  11,  1982,  issue  of  the  New 
England  Journal  of  Medicine.  A summary  of 
the  study,  "An  X-Ray  Screening  Protocol  for 
Extremity  Injuries,”  is  available  without 
charge  from  the  NCHSR  Publications  and  In- 
formation Branch,  Room  7-44,  Center  Build- 
ing, 3700  East-West  Highway,  Hyattsville, 
MD  20782.  □ 


The  "Physician's  Office  Computer" 
Comes  to  Oklahoma 


the  new  Physician's  Office  Computer  allows  you  to  analyze 
practice  at  the  touch  of  a button. 


HERE  ARE  jyST  A FEW  EXAMPLES 
OF  WHAT  IT  CAN  DO: 


• Print  Standard  Insurance  Forms 

• Print  Patient  Statements  Ready  to  Mail,  In- 
cluding Return  Envelope 

• Patient  Ledger 

• Aged  Accounts 

• Daily  Check  and  Cash  Register 

• Family  Accounts  and  Billing 

• Cross- Posting  Between  Doctors 

• Day  Sheet  and  Detailed  Financial  Reports 
AND  MUCH  MORE!!!  While  Paying  For  Itself 
With  Increased  Collections,  and  Improved  Of- 
fice Efficiency. 


For  More  Information 
or  a Hands-On  Demonstration 

Call  Ralph  L.  Dean  — (405)  321-5958  or  321-0929 


You  owe  it  to  yourself  to  see  the  many  benefits 
your  practice  will  receive  using  The  Physician's 
Office  Computer. 


SOUTHWEST  BUSINESS  SYSTEMS,  INC. 
132  West  Main  Street,  Norman,  OK  73069 
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Chaney  Says  Excellence  Requires 
Creative  Thought  and  Actions 


Initiative,  resourceful- 
ness, and  creative 
thought  and  actions  must 
become  the  bywords  of  the 
medical  profession  if 
standards  of  excellence 
are  to  be  maintained.  This 
was  the  ringing  theme  of 
the  Thomas  N.  Lynn  lec- 
ture presented  April  20  in  Oklahoma  City  by 
E.  J.  Chaney,  MD,  president  of  the  Ameri- 
can Academy  of  Family  Practice. 

Dr  Chaney  pointed  out  to  the  audience  of 
physicians  that  "when  we  enter  the  medical 
profession,  we  make  a commitment  to  ex- 
cellence that  cannot  be  viewed  as  having 
permanent  boundaries.”  He  said  that  physi- 
cians are  obligated  to  look  beyond  the 
patient’s  disease  and  learn  to  understand  the 
patient’s  fears  and  concerns. 

Referring  to  the  shift  in  national  priorities 
and  the  cutback  in  federal  funding  for  health 
programs  and  medical  education.  Dr  Chaney 
emphasized  that  "if  we  are  to  meet  the  health 
care  needs  of  the  American  people,  we  must 
summon  all  of  our  independent  thinking  and 
imagination.” 

He  suggested  that  deans  and  faculty  of 
medical  schools  consider  seriously  the  predic- 
tion of  an  overall  physician  surplus  concur- 
rent with  a shortage  of  family  physicians, 
general  internists,  and  general  pediatricians. 

"I  do  know  that  what  is  now  being  promul- 
gated in  Washington  in  the  name  of  statistics 
is  a budgetary  issue  and  not  a health  care 
issue,”  Dr  Chaney  said.  "The  result  is  that 
we  are  now  confronted  with  the  danger  of 
curtailment  of  family  physicians  while  main- 
taining an  overbalance  of  narrow  specializa- 
tion.” 

Citing  the  W.  K.  Kellogg  Foundation’s 
grant  program  to  increase  family  practice  re- 
sidencies, Dr  Chaney  stressed  its  resourceful- 
ness in  training  young  physicians  to  meet 
community  needs. 

Challenges  for  the  medical  profession  will 
arise  in  other  areas,  too.  Dr  Chaney  noted. 
"The  challenge  in  funding  has  already  ar- 
rived at  our  doorstep,”  he  said.  "In  addition 
to  fiscal  limitations,  we  will  be  challenged  in 
the  area  of  privileges  as  well  as  in  public  in- 
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formation  and  competition.” 

If  there  is  an  overbalance  of  physicians  in 
narrow  specialties,  he  noted,  problems  in  the 
area  of  privilege  granting  will  increase.  Dr 
Chaney  emphasized  the  readiness  of  the 
American  Academy  of  Family  Physicians  to 
take  a strong  stand  on  the  issue.  He  quoted 
from  an  AAFP  policy  statement: 

The  AAFP  affirms  that  family  physicians 
should  have  the  opportunity  to  practice 
medicine  as  active  staff  members  in  hospitals 
and  should  be  granted  privileges  commensu- 
rate with  their  training,  experience  and  de- 
monstrated abilities.  The  AAFP  disapproves 
of  any  arbitrary  qualification  for  appoint- 
ment to  hospital  staffs  beyond  those  of  train- 
ing, experience,  and  demonstrated  compe- 
tence as  being  not  equitable  and  not  in  the 
American  tradition. 

"I  have  a personal  opinion  that  many 
privilege  problems  in  the  future  could  arise 
from  our  own  apathy,”  Dr  Chaney  com- 
mented. "Indeed,  we  may  already  have  evi- 
dence of  a willingness  to  capitulate  to  local 
custom,  our  own  convenience,  and  such  prac- 
tical considerations  as  the  high  cost  of  profes- 
sional liability  coverage.” 

Dr  Cbaney  suggested  that  in  the  future 
family  practitioners  will  have  to  transcend 
arbitrary  customs  and  gain  advanced  train- 
ing in  newly  developed  technological  areas. 

As  for  the  challenge  that  physicians  face  in 
supplying  information  to  peers  and  to  the 
public.  Dr  Chaney  urged  that  it  be  met  by 
physicians  moving  beyond  tbe  confines  of  the 
office  to  become  spokesmen  and  advocates. 

"There  are  many  imaginative  ways  for  us 
to  reach  out  and  to  articulate  the  ideals, 
realities,  and  philosophical  tenets  of 
medicine,”  he  noted.  "The  reality  is  that  no- 
thing is  more  effective  than  the  performance 
of  a good  physician.” 

Physicians  are  being  naive,  be  said,  if  they 
ignore  the  fact  that  many  people  are  disen- 
chanted with  medical  care  and  physicians. 
"It’s  our  responsibility  to  extend  ourselves 
enough  to  alleviate  those  problems  if  possi- 
ble,” he  pointed  out. 

Complaints  about  physicians’  insensitivity 
to  tbe  needs  of  patients  and  tbeir  families  are 
often  justified.  Dr  Chaney  said.  "The  issue  is 
not  the  science  of  medicine,”  he  remarked. 
"The  issue  is  the  art  of  medicine.” 

In  the  final  analysis,  according  to  Dr 
Chaney,  the  success  of  the  medical  profession 
in  meeting  the  public’s  need  for  personal 
health  care  will  determine  how  well  physi- 
cians fare  in  the  face  of  rising  competition.  □ 
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MEDICAL-LEGAL  SEMINARS 


1982  SCHEDULE 


June  22 

Telephone  Collecting 

Wichita  Falls, TX 

June  23 
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Wichita  Falls,  TX 

July  14 

Medical  Office  Management 

McAlester 

July  28 
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Management 

Enid 

July  30 
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Management 

Woodward 

Aug.  4 

Medical 

Office 

Management 

Oklahoma  City 

August  5 

Medical 

Office 

Management 

Ardmore 

August  17 

Medical 

Office 

Management 

Bartlesville 

August  19 

Medical 

Office 

Management 

Tulsa 

August  26 

Medical 

Office 

Management 

Lawton 

August  31 

Medical 

Office 

Management 

Muskogee 

September  29 

Medical  Record  Law 

Oklahoma  City 

SUMMER  TOUR 

July  17-24  Cancun,  Mexico  7 Day  Tour 

($399  Per  Person,  Double  Occupancy)  5 Day  Seminar 


For  registration  information  write: 
Ed  Kelsay 

% Medical-Legal  Seminars 
5131  Classen  Blvd.,  Suite  212 
Oklahoma  City,  OK  73118 
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Deaths 

BOYD  VANCE  LUCAS,  MD 
1918-1982 

Tulsa  thoracic  surgeon,  Boyd  Vance 
Lucas,  MD,  died  April  9,  1982.  Dr 
Lucas  was  graduated  from  the  Univer- 
sity of  Oklahoma  College  of  Medicine 
in  1942.  Following  postgraduate  study 
in  New  York,  Dr  Lucas  established  his 
practice  in  Tulsa.  He  was  a diplomat  of 
the  American  Board  of  Surgery  and  the 
American  Board  of  Thoracic  Surgery. 
During  the  February,  1982  meeting  of 
the  OSMA  Board  of  Trustees,  he  was 
voted  a Life  Membership  in  the  asso- 
ciation. 

CARLTON  E.  SMITH,  MD 
1909-1982 

Carlton  E.  Smith,  MD,  72,  a Hen- 
ryetta  physician  since  1937,  died  April 
23,  1982.  Dr  Smith  was  graduated  from 
the  University  of  Oklahoma  College  of 
Medicine  in  1934.  He  was  active  in 
many  civic  affairs  in  his  community 
and  was  named  "Henryettan  of  the 
Year”  in  1981.  A general  surgeon.  Dr 
Smith  served  with  the  Air  Force  during 
World  War  II. 

ELLA  H.  MURRAY,  MD 
1911-1982 

An  Oklahoma  City  and  Edmond 
general  practitioner  since  1949,  Ella  H. 
Murray,  MD,  died  May  3,  1982.  A na- 
tive of  Tangier,  OK,  Dr  Murray  was 
graduated  from  the  University  of 
Oklahoma  College  of  Medicine  in  1949. 
She  practiced  in  the  Oklahoma  City 
area  until  1959  when  she  moved  to 
Edmond.  She  was  awarded  a Life 
Membership  in  the  OSMA  in  1976.  □ 

In  Memoriam 

1981 

Roger  C.  Good,  MD  June  16 

Frederick  G.  Dorwart,  MD  June  16 

Joseph  W.  Kelso,  MD  June  18 


Rufus  K.  Goodwin,  MD 

June  25 

Orville  C.  Armstrong,  MD 

July  9 

Charles  F.  Paramore,  MD 

July  10 

James  D.  Reynard,  MD 

July  21 

Mark  R.  Everett,  PhD 

August  1 7 

Khalil  Ahmad,  MD 

August  22 

M.  H.  Haskell,  MD 

August  30 

C.  F.  Foster,  Jr.,  MD 

October  11 

E.  E.  Shircliff,  MD 

October  23 

S.  N.  Stone,  Jr.,  MD 

November  9 

James  R.  Barnes,  MD 

December  13 

E.  Rankin  Denny,  MD 

December  16 

John  P.  Grimes,  MD 

December  24 

1982 

Frances  P.  Newlin,  MD 

February  16 

James  T.  Maddox,  MD 

February  21 

Joseph  F.  Messenbaugh,  MD 

March  12 

Boyd  Vance  Lucas,  MD 

April  9 

Carlton  E.  Smith,  MD 

April  23 

Ella  H.  Murray,  MD 

May  3 

□ 

Chickasha  Clinic  Receives 
Accreditation  from  AAAHC 

The  Chickasha  Clinic  and  its  branch  at 
Timber  Creek  (Tuttle)  have  been  accredited 
by  the  Accreditation  Association  for  Am- 
bulatory Health  Care,  Inc.,  (AAAHC)  for  a 
period  of  three  years. 

The  accreditation  award  recognizes  sub- 
stantial compliance  with  nationally  accepted 
standards  concerning  rights  of  patients,  gov- 
ernance, administration,  quality  of  care, 
quality  assurance,  medical  records,  educa- 
tional activities,  research,  and  other  services. 

Charles  Gibson,  MD,  chief  medical  execu- 
tive of  the  clinic,  observed  that  "this  method 
of  measuring  the  quality  of  our  patient  care 
and  other  processes  is  a benefit  to  both  our 
patients  and  our  staff.” 

The  AAAHC,  headquartered  in  Skokie,  Il- 
linois, conducts  a nationwide  peer-based  as- 
sessment, consultation,  education,  and  ac- 
creditation program  for  ambulatory  health 
care  organizations.  The  program  is  designed 
to  assist  the  health  care  groups  in  providing 
the  highest  quality  care  in  the  most  efficient 
and  economically  sound  manner.  □ 


158 


Oklahoma  State  Medical  Association 


Facility  Planned  to  House 
III  Children  and  Families 

Oklahoma  will  soon  have  a home-away- 
from-home  for  children  who  travel  with  their 
families  to  Oklahoma  City  for  treatment  of 
cancer,  leukemia,  spina  bifida,  and  other 
serious  handicaps. 

The  Ronald  McDonald  House,  as  the  facil- 
ity is  called,  will  be  established  and  operated 
by  Children’s  Tomorrow  House,  Inc.,  a not- 
for-profit  Oklahoma  corporation.  More  than 
30  such  houses  are  open  and  operating  across 
the  country. 

The  house  will  include  single  family  bed- 
rooms and  common  areas  for  cooking,  dining, 
and  recreation.  It  is  designed  to  eliminate 
expensive  arrangements  for  lodging  and 
meals  when  families  bring  their  seriously  ill 
children  to  Oklahoma  Children’s  Memorial 
Hospital  for  extended  treatment.  A nominal 
fee  is  asked  for  staying  in  the  house. 

The  Ronald  McDonald  House  will  be  built 
at  NE  14th  Street  and  Lottie  Avenue. 
Groundbreaking  is  expected  later  this  year. 
Cost  of  the  land,  construction,  and  furnish- 
ings is  projected  to  be  between  $400,000  and 
$425,000,  depending  on  donated  services  and 
materials. 

Oklahoma’s  McDonald’s  operators  and  cor- 


porate stores  have  pledged  $150,000  over  a 
three-year  period  for  the  house.  An  additional 
$25,000  will  be  provided  by  the  Ray  Kroc 
fund.  Contributions  for  the  house  should  be 
directed  to  Children’s  Tomorrow  House,  Inc., 
PO  Box  73401,  Oklahoma  City,  OK 
73152.  □ 

OSMA’s  New  Employee  Workshop 
Set  for  June  in  Oklahoma  City 

The  OSMA-sponsored  "New  Employee 
Workshop”  will  be  held  June  26  at  the  Lin- 
coln Plaza  Hotel  in  Oklahoma  City.  The 
workshop  is  designed  for  newly  hired  medical 
office  personnel  and  is  taught  by  members  of 
the  OSMA  executive  staff 

Workshop  sessions  cover  a variety  of  im- 
portant subjects,  including  the  physician’s 
role,  medical  ethics,  drugs  and  prescriptions, 
hospital  privileges  and  relations,  malpractice 
prevention,  and  effective  communications. 

Tuition  for  the  workshop  is  $25  per  person. 
To  register,  send  the  names  of  the  employees 
who  will  attend,  the  name,  address,  telephone 
and  specialty  of  the  employing  physician,  and 
the  tuition  fee  to  the  Oklahoma  State  Medi- 
cal Association,  601  NW  Expressway,  Okla- 
homa City,  OK  73118.  Please  indicate  that 
the  application  is  for  the  June  26  workshop 
in  Oklahoma  City.  □ 


Fabulous  Money  Machine? 

, 0 


If  you  owned  a machine  that  printed  a brand  new  $500  bill  each  week,  you'd  be  most  fortunate  wouldn't  you?  But,  what  if  this 
very  special  machine  had  parts  that  could  not  be  replaced?  As  a prudent  person  in  control  of  such  a machine  you  would  want 
some  assurance  that  if  the  machine  stopped  producing  $500  bills,  you  could  still  receive  them,  wouldn't  you? 


Physicians  are  high-achieving  professional  breadwinners  and  can  be  compared  to  "money  machines"  But,  they  are  also 
human  beings,  who  because  of  their  profession,  have  a greater  than  average  understanding  of  the  prospects  of  unexpected 
accidents  and  illnesses  which  can  impair  or  destroy  their  income  producing  ability 

Through  the  Oklahoma  State  Medical  Association  Group  Disability  Program,  you  have  the  opportunity  to  obtain  assurance  of 
uninterrupted  income  if  your  health  should  fail. 


Three  plans  are  available  Plan  L-65  pays  accident  benefits  for  lifetime  Sickness  benefits  are  payable  to  age  65,  or  for  a 2-year 
maximum  period  if  disability  begins  between  ages  63  and  70  Benefits  are  payable  for  10  years  based  on  being  unable  to 
perform  every  duty  of  your  occupation:  thereafter,  based  on  being  unable  to  perform  the  duties  of  any  gainful  occupation  for 
which  you  are  reasonably  fitted. 


Semi  Annual  Premium  — Benefit  payable  after  8 days  for  sickness,  first  day  for  accidents. 


WEEKLY 
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For  full  particulars,  contact  JANE  GRIFFITH 
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My  patient,  a 56-year-old  woman,  suffered 
with  a chronic  seizure  disorder  and  was  well 
controlled  on  a multi-drug  regime  which  in- 
cluded a controlled  substance,  popular  as  a 
"street”  drug.  Her  prescriptions  were  care- 
fully monitored  and  detailed  entries  were 
made  in  her  record  each  time  a refill  was  au- 
thorized citing  the  appropriate  date,  hour, 
name  of  drug,  strength  and  quantity.  For 
several  years,  there  were  no  discrepancies  in 
her  use  of  the  drug;  the  quantities  prescribed 
correlated  precisely  with  the  quantities  taken 
and  the  dispensing  intervals. 

On  one  occasion,  about  two  years  ago,  my 
patient’s  pharmacist  called  my  office  for  a re- 
newal of  the  classified- drug  prescription.  The 
call  was  recorded  on  the  standard  form  used 
in  my  office  and  the  form  was  placed  on  my 
desk,  attached  to  the  patient’s  chart.  I noted 
the  date  of  the  most  recent  refill  authoriza- 
tion and  was  surprised  to  discover  that,  ac- 
cording to  the  prescribed  doses,  the  patient 
should  have  had  a ten-day  supply  still  on 
hand.  I asked  my  nurse  to  contact  the  patient 
and  investigate.  Yes,  she  had  requested  a re- 
fill and  Yes,  her  supply  of  the  drug  was  ex- 
hausted and  No,  she  had  not  increased  her 
dosage,  lost  any  of  the  tablets  or  been  in  any 
circumstance  that  might  have  increased  the 
likelihood  of  theft  or  pilferage. 

I called  the  patient  and  talked  with  her 
personally,  explaining  the  discrepanc)"^  and 
suggesting  that  the  only  remaining  possibil- 
ity was  that  her  last  refill  had  not  contained 
the  quantity  prescribed,  being  about  20  tab- 
lets short.  She  then  reported  that  she  had 
been  patronizing  a different  pharmacy,  was 
not  pleased  with  her  choice  and,  in  view  of 
this  development,  she  would  "go  back  to  (her) 
old  store.”  I asked  her  if  she  would  mind  re- 
turning to  her  current  shop,  picking  up  her 
refilled  prescription  and,  before  leaving  the 
counter,  opening  the  bottle  and  counting  the 
number  of  tablets  it  contained.  The  sugges- 
tion horrified  her,  judging  from  her  response. 

"Oh,  my  goodness,  I couldn’t  do  that!  I 
would  be  so  embarrassed.  And  besides,  it’s  all 
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I can  do  to  tear  open  the  sacks  they  put  the 
bottle  in  — with  all  those  staples  in  them.  I 
don’t  try  to  open  them  until  I get  home  where 
I can  cut  them  open  with  my  scissors. 

"No,  doctor,  I would  like  to  help  but  I don’t 
want  to  get  involved  in  that  sort  of  thing.  I 
just  couldn’t  do  it!” 

Realizing  that  my  request  was  a bit  pre- 
sumptuous, I quickly  modified  it  and  asked  if 
she  would  pick  up  the  prescription  at  her 
current  pharmacy  and,  after  she  got  home, 
count  the  number  of  tablets  it  contained.  Of 
course,  as  we  agreed,  such  evidence  could  not 
be  used  in  a formal  complaint  but  it  would, 
at  least,  provide  us  with  a substantial  reason 
not  to  patronize  the  establishment  in  the  fu- 
ture. My  relieved  patient  agreed  to  this  sug- 
gestion and  carried  out  the  plan. 

The  results  surprised  us  both.  Her  prescrip- 
tion, which  was  approved  for  a refill  upon  my 
call  to  the  pharmacy,  ordered  that  100  tablets 
be  dispensed.  My  patient’s  count,  checked  and 
rechecked,  revealed  78  tablets  in  the  vial. 
The  receipt,  stapled  so  firmly  to  the  sacks, 
indicated  the  prescription  file  number  fol- 
lowed by  the  figure,  "100.”  The  patient  paid 
for  100  tablets.  She  was  given  78  tablets. 

At  the  time,  the  street  value  of  each  of  the 
prescribed  tablets  was  two  dollars.  I won- 
dered, silently,  who  would  be  pocketing  the 
$44  my  patient’s  short-count  prescription 
generated,  and  the  $2.64  she  paid  for  the  tab- 
lets she  did  not  receive. 

Following  this  experience  my  patient 
changed  pharmacies  and  began  carefully  in- 
ventorying each  of  her  prescriptions.  Al- 
though she  does  not  carry  out  the  inventory 
on  the  drug  counter,  she  tells  her  pharmacist 
that  she  will  count  the  tablets  in  each  vial 
when  she  gets  home. 

And  I now  encourage  all  my  patients  to 
count  the  number  of  tablets  or  capsules  actu- 
ally dispensed  with  each  of  their  prescrip- 
tions. The  discrepancies  reported  are  surpris- 
ing, and  the  lesson  I have  learned  is  worth 
sharing.  Cl 

Oklahoma  State  Medical  Association 


OSMA  Editor 

A Reply  to  the  OSMA  Editorial,  March,  1982 

I am  not  defending  alcohol  abuse  or  illegal 
drug  use,  but  I can  not  agree  with  M.R.J.’s 
opinion  after  making  rounds  for  surgery  in  a 
large  hospital.  In  the  past  22  years,  I have  seen 
a marked  predominance  of  the  smoking  pa- 
tients with  premature  development  of  heart 
disease,  peripherial  vascular  disease,  cerebral 
vascular  insufficiency.  Almost  all  of  the  lung 
cancers,  throat  cancer  and  a predominance  of 
urinary  tract  transitional  cell  carcinomas  are 
smokers.  The  large  majority  of  emphysema 
and  bronchectic  patients  have  smoked  heavily. 

If  tobacco  is  a benign  drug,  why  do  these  dis- 
asterous  diseases  predominate  in  the  longer 
term  smoker  (25  plus  pack  years).  Just  what 
are  you  defending,  a personal  freedom  or  a 
medical  precept? 

Victor  R.  Neal 
4651  East  57th  Place 
Tulsa,  Oklahoma  74135 


April  13,  1982 

Dr.  Mark  Johnson 
Editor  in  Chief 
Journal 

Oklahoma  State  Medical  Assn. 

601  Northwest  Expressway 
Oklahoma  City,  OK  73118 

Dear  Dr.  Johnson; 

I was  disappointed  to  read  the  editorial  in  the 
March  issue  of  the  Journal  entitled  "Right 
Weapon  — Wrong  Target.”  For  you  to  make 
statements  such  as  "it  is  easy  to  see  that,  as  a 
cause  of  death,  the  habit  of  cigarette  smoking 
is  hardly  in  the  race  with  the  habit  of  drinking 
alcohol”  is  very  difficult  for  me  to  understand. 
Certainly  alcohol  abuse  is  a serious  problem 
and  the  cause  of  multiple  systemic  illnesses 


but  the  relationship  of  cigarette  smoking  to 
heart  disease,  cerebral  vascular  accidents, 
cancer  and  respiratory  disease  can  hardly  be 
overlooked.  Your  statement  that  is  "in  my 
opinion,  unrealistic  at  best”  that  cigarette 
smoking  is  the  host  of  incurable  diseases  seems 
to  me  to  be  deception  and  dangerous  to  our 
health.  I feel  that  the  American  Heart  Associa- 
tion, American  Cancer  Society  and  most  of  the 
physicians  in  the  state  would  also  disagree 
with  your  opinion. 

We  have  learned  from  prohibition  that  we  can- 
not legislate  against  the  habit  of  drinking  al- 
cohol. Neither  can  we  against  cigarette  smok- 
ing. We  can  educate  and  inform,  however,  and 
reports  from  the  Surgeon  General  are  an  atten- 
tion getting  way  of  doing  this,  and  I very  much 
applaude  the  Surgeon  General  for  his  efforts  in 
this  regard.  I am  sorry  to  see  a representative 
of  the  medical  profession  state  in  the  official 
journal  of  the  state  medical  association  that  to 
issue  reports  against  cigarette  smoking  is  "fir- 
ing cannons  at  gnats.”  Rather  than  criticize  we 
might  send  the  Surgeon  General  a letter  ap- 
plauding his  report  and  recommending  that 
similar  studies  and  reports  be  carried  out  in 
regard  to  alcohol  abuse,  drug  abuse,  etc.  As  I 
say,  I am  dismayed  and  a little  angry  at  your 
critical  editorial. 

Sincerely, 

Neil  M.  Glass,  D.D.S.,  M.D. 

NMG:jl 

May  18,  1982 

Mark  R.  Johnson,  M.D. 

Editor  In  Chief 

Journal  of  the  Oklahoma  State 
Medical  Association 
601  Northwest  Expressway 
Oklahoma  City,  OK  73118 

Dear  Dr.  Johnson; 

Under  your  inspired  leadership  the  Journal 
has  become  exemplary  among  state  medical 
journals  not  only  by  virtue  of  its  excellent 
selection  of  original  articles  and  case  pre- 
sentations, but  also  because  of  the  obvious  ef- 
fort it  makes  to  keep  our  state  physicians  in- 
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formed  on  political  and  ethical  situations  of 
concern  to  them.  I have  particularly  enjoyed 
your  editorial  comments  which  have  so  often 
and  ably  expressed  what  I would  term  "The 
informed  view.”  It  is,  thus,  with  dismay  that  I 
read  your  editorial  in  the  March  issue  of  the 
Journal  entitled,  "Right  Weapon-Wrong 
Target.”  The  apology  offered  in  the  opening 
sentence  of  that  editorial  is  perhaps  sufficient 
for  a cocktail  discourse.  It  is,  in  my  opinion, 
less  easily  justified  in  an  unsolicited,  editorial 
comment  in  our  state  medical  journal.  Editors 
obviously  have  certain  prerogatives  in  choos- 
ing their  subject  matter;  however,  this  does  not 
excuse  them  from  doing  their  homework.  A 
look  at  the  data  may  be  enlightening.  For  the 
year  1977,  if  one  considered  only  the  total 
number  of  deaths  in  this  country  from  lung 
cancer  and  from  emphysema,  one  comes  up 
with  a figure  of  106,886.  If  one  then  compares 
that  with  the  total  deaths  attributable  to 
suicide,  homicide  and  cirrhosis  of  the  liver  for 
the  same  year,  one  reaches  a figure  of  74,884. 
It  has  been  estimated  that  two-thirds  of  the 
accident  deaths  in  the  age  group  greater  than 
15  in  this  country  are  associated  with  motor 
vehicle  accidents.  It  has  also  been  estimated 
that  509c  of  these  motor  vehicle  accidents  are 
contributed  to  by  alcohol.  If  one  adds  the  re- 
sulting total  of  31,196  to  the  previous  figure  of 
74,884,  the  sum  is  106,080,  still  less  than  the 
total  number  of  deaths  in  that  year  from  lung 
cancer  and  emphysema  alone.  This  still  does 
not  take  into  account  the  enormous  role  which 
cigarette  smoking  plays  in  arteriosclerotic 
heart  disease,  cerebral  vascular  disease,  non- 
pulmonary  neoplasms,  congenital  anomalies, 
and  perinatal  death  rates. 

I have  taken  the  liberty  of  enclosing  xerox 
copies  of  some  graphs  and  charts  which  ap- 
peared in  the  January- February  1981  issue  of 
Ca-A  Cancer  Journal  for  Clinicians.  Among 
the  most  distressing  trends  evident  from  thse 
statistics  is  the  very  sharp  rise  in  lung  cancer 
in  both  males  and  females.  To  place  this  more 
sharply  in  focus,  it  is  currently  predicted  that 
by  the  year  1985  primary  carcinoma  of  the 
lung  will  supplant  carcinoma  of  the  breast  as 
the  number  one  cancer  killer  in  females  in  this 
country. 

I hope  that  you  will  not  consider  this  letter 
impertinent.  My  letters  to  you  as  the  editor  of 
this  journal  have  been  complimentary  in  the 
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past  and  I presume  they  will  be  so  again  in  the 
future;  nevertheless,  on  this  issue  I believe 
that  you  have  committed  a breach  of  your 
editorial  responsibility  to  know  the  facts  before 
you  commit  yourself  to  print.  In  failing  to  do  so, 
you  have  done  a disservice  not  only  to  the  med- 
ical community  which  has  read  and  perhaps 
been  influenced  by  your  editorial,  but  also  to 
the  people  of  our  state  who  will  in  turn  be  in- 
fluenced by  their  physicians. 

Sincerely  yours, 

Lynn  H.  Harrison,  Jr.,  M.D. 

Assistant  Professor 
Thoracic  Surgery 

Ronald  C.  Elkins,  M.D. 

Professor  and  Chief 
Section  of  Thoracic  Surgery 

LHH;  RCE:  ap 

May  21,  1982 

Dr.  Mark  Johnson 
Editor-in-Chief 

Journal  American  State  Medical  Association 
601  N.W.  Expressway 
Oklahoma  City,  Oklahoma  73118 

Dear  Dr.  Johnson, 

I totally  agree  with  the  philosophy  you  ex- 
pressed in  your  article  in  the  March  1982, 
OSMA  Journal,  entitled,  "Right  Weapon  - 
Wrong  Target”. 

I agree  that  it  is  time  for  Doctors  to  deal 
more  directly  with  the  obvious  epidemic  of 
alcoholism  that  exists.  The  "sincere  delusion” 
that  characterizes  the  victims  of  the  disease 
of  Chemical  Dependency  is  equally  matched 
by  the  deception  and  delusion  that  our  medi- 
cal profession  exhibits  towards  this  disease.  It 
is  becoming  more  apparent  that  alcoholism 
and  drug  addiction  is  a very  treatable  condi- 
tion. Editorials  such  as  yours  will  help  to 
break  this  mental  block  that  we  Doctors 
seem  to  be  stuck  with. 

Congratulations  on  your  fine  editorial. 
Keep  up  the  good  work. 

Sincerely, 

J.  V.  Simmering,  M.D. 

Oklahoma  State  Medical  Association 


Book  Reviews 

Principles  and  Practice  of  Infectious  Dis- 
eases. Two  volumes,  By  Gerald  L.  Mandell, 
R.  Gordon  Douglas,  Jr.  and  John  E.  Bennett. 
New  York:  John  Wiley  and  Sons,  1979,  2316 
pages  with  illustrations,  $72.00. 

Principles  and  Practice  of  Infectious  Dis- 
eases is  a two-volume  textbook  containing 
more  than  2,000  pages  which  provides  com- 
prehensive coverage  of  the  field  of  infectious 
diseases.  It  comprises  261  chapters  contri- 
buted by  173  authors.  In  the  Preface  the  au- 
thors state  that  the  text  has  been  well 
adapted  to  allow  "the  reader  to  approach  an 
infected  patient  three  different  ways:  a)  by 
major  clinical  syndrome,  b)  by  specific 
etiologic  organism,  c)  by  host  characteristics 
for  patients  who  are  compromised”.  The  au- 
thors have  accomplished  this  objective  by  a 
straightfoward  and  clear  discussion  of  the 
material  and  by  the  use  of  appropriate  tables, 
charts  and  illustrations. 

Each  volume  is  divided  into  two  parts. 
Volume  I concerns  basic  principles  in  the 
diagnosis  and  treatment  of  infectious  diseases 
and  the  primary  clinical  syndromes.  The  first 
part  covers  defense  mechanisms  of  the  host, 
microbial  virulence  factors,  epidemiologic  as- 
pects, the  handling  of  microbiologic  speci- 
mens and  anti-infective  therapy.  The  second 
part  covers  the  common  infectious  diseases 
and  the  principal  clinical  syndromes.  Volume 
II,  which  also  consists  of  two  parts,  treats  in- 
fectious diseases  and  their  causes  and  special 
problems  in  management.  The  first  part  de- 
scribes all  the  important  infectious  agents 
and  their  resultant  diseases.  The  second  part 
covers  special  problems  in  the  field  of  infecti- 
ous diseases  including  nosocomial  infections 
and  infections  in  the  compromised  host. 
Throughout  there  is  excellent  integration  of 
clinical  and  laboratory  aspects  of  various  in- 
fectious entities.  The  text  is  generally  well  il- 
lustrated and  amplifies  well  the  written  text; 
however  some  of  the  color  plates  are  not  of 
high  quality. 

As  might  be  expected  in  a multi-authored 
text,  there  is  some  unevenness  in  the  quality 
of  the  various  chapters.  However,  most  deal 
with  the  diagnosis  and  management  of  infec- 
tion in  a comprehensive  and  detailed  fashion. 
In  most  cases  the  material  is  quite  up  to 
date.  Each  chapter  is  well  referenced  and  ex- 
tensive bibliographies  are  included  for  most 
chapters. 


Principles  and  Practice  of  Infectious  Dis- 
eases is  an  excellent  general  reference  in  in- 
fectious diseases.  The  high  price  of  the  text 
will  prevent  most  student  and  house  officers 
and  faculty  from  owning  it.  However,  it  is  an 
essential  reference  text  for  hospital  and  de- 
partmental libraries,  as  well  as  infectious 
disease  laboratories.  It  can  be  well  recom- 
mended. Harris  D.  Riley,  Jr.,  MD 

The  Radiology  of  Tropical  Diseases  with 
Epidemiological,  Pathological  and  Clini- 
cal Correlation.  By  Maurice  M.  Reeder  and 
Philip  E.  S.  Palmer,  with  contributions  by  A. 
C.  Johnson  and  Herman  Zaiman.  Baltimore 
and  London:  Williams  and  Wilkins,  1981, 
pages  1030,  price:  $130.00. 

In  the  foreword  Dr.  Benjamin  Felson 
states,  "Tropical  radiology  has  been  a step- 
child of  our  specialty.  It  encompasses  some  of 
the  more  common  diseases  in  the  world,  yet 
we  seldom  find  them  discussed  in  our  litera- 
ture. One  reason  for  this  paradox  is  that  the 
affluent  society  of  the  temperate  zones  sel- 
dom suffers  from  tropical  diseases,  whereas 
the  underprivileged  tropical  society  has  not 
had  the  luxury  of  adequate  radiology  or  of  a 
sufficiency  of  radiologists.”  This  sums  up  the 
reason  for  this  book  and  explains  the  need  for 
a comprehensive  reference  text  on  this  sub- 
ject. 

Great  advances  in  the  diagnosis,  treatment 
and  prevention  of  tropical  diseases  have  been 
made  in  recent  years.  It  is  essential  today 
that  every  physician  knows  something  about 
the  tropical  diseases  that  he  may  encounter 
and  where  to  find  quickly  the  appropriate  in- 
formation. This  is  particularly  true  in  view  of 
the  changes  in  transportation  and  communi- 
cation between  different  countries. 

The  book  is  divided  into  six  major  sections. 
The  first  deals  with  major  multisystem  dis- 
eases such  as  amebiasis,  schistosomiasis, 
Chagas  disease,  and  others.  This  is  followed 
by  five  sections  dealing  with  gastrointestinal 
diseases,  chest  diseases,  soft  tissue  and  bone 
diseases,  malignant  diseases,  and  miscellane- 
ous groups  of  disorders. 

Each  chapter  contains  adequate  descrip- 
tions of  the  pathology  and  clinical  presenta- 
tion of  a disease,  the  laboratory  findings,  and 
radiographic  findings;  where  appropriate,  the 
life  cycle  and  geographical  distribution  of  the 
parasites  or  organisms  are  included.  The 
book  contains  more  than  2,000  illustrations. 
Most  of  these  are  photographs  of  patients. 
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pathological  specimens  as  well  as  routine  and 
more  specialized  radiologic  studies.  The  re- 
productions are  generally  of  good  quality  and 
are  well  organized.  When  combined  with  the 
text  they  provide  a good  account  of  tropical 
diseases.  Other  helpful  features  are  sections 
dealing  with  the  differential  diagnosis  of 
tropical  diseases  and  with  the  geography  of 
infectious  and  parasitic  diseases.  In  the  lat- 

Miscellaneous 

GENERAL  SURGEON,  BOARD  CER- 
TIFIED, 34,  broadly  trained  all  fields,  desires 
position  near  Tulsa  or  Oklahoma  City.  Part- 
nership or  group  preferred.  Completing  milit- 
ary obligation  and  available  June,  1983. 
Reply  Key  H,  The  Journal,  Oklahoma  State 
Medical  Association,  601  NW  Expressway, 
Oklahoma  City,  OK  73118,  for  CV  and  de- 
tails. 

MD,  FAMILY  PRACTICE,  MINOR 
EMERGENCY  CLINIC  in  South  Oklahoma 
City  is  now  accepting  applications.  No  night 
call.,  competitive  salary  with  profit  sharing. 
Paid  malpractice,  BC/BS.  Please  call  Linda  at 
(405)  631-3636  for  appointment  with  Medical 
Director. 

PEDIATRICIAN  SEEKS  SOLO,  GROUP 
OR  PARTNERSHIP  PRACTICE  in  or  around 
Oklahoma  City.  Could  assume  active  practice 
for  consideration;  Contact  Key  P,  The  Journal, 
Oklahoma  State  Medical  Association,  601  NW 
Expressway,  Oklahoma  City,  OK  73118. 

STAFF  PHYSICIAN  NEEDED  for  the 
Charles  B.  Goddard  Student  Health  Center  on 
the  campus  of  the  University  of  Oklahoma. 
Progressive  college  town  life  with  abundant 
cultural  and  educational  opportunities.  One  of 
the  finest  Student  Health  Services  in  the  coun- 
try provides  excellent  nursing,  laboratory, 
x-ray,  physical  therapy,  dietary,  mental  health 
and  pharmacy  services  for  a staff  of  nine  physi- 
cians. Good  working  environment  and  benefits: 
life,  health,  AD&D,  and  dental  insurance,  paid 
vacation  and  sick  leave.  Retirement  and  more. 
Flexible  scheduling  allows  personal  time  off. 
Salary  and  benefits  total  $55,000.  Send  CV  and 
references  to  Carl  S.  Whittle,  Administrator 
620  Elm  Avenue,  Norman,  Oklahoma  73069 
(405)  325-4611. 
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ter,  there  is  a grouping  of  diseases  which  are 
most  likely  to  be  found  in  specific  geographi- 
cal areas. 

This  book  is  an  excellent  basic  reference.  It 
is  certain  to  be  welcome  in  tropical  countries 
but  also  in  other  countries  as  the  mobility  of 
tourists,  immigrants  and  other  travelers  in- 
creases. Its  price  is  steep  but  it  is  a valuable 
addition  to  the  library  of  hospitals  which  are 
likely  increasingly  to  encounter  tropical  dis- 
orders. Harris  D.  Riley,  Jr.,  MD 

Advertisements 

EXPANDING  24-PHYSICIAN  MULTI- 
SPECIALTY CLINIC  in  booming  economic 
area  has  an  immediate  opening  for  an 
ophthalmologist,  general  surgeon,  OB/GYN 
and  internist.  Other  specialty  areas  needed  as 
expansion  is  completed  in  1983.  Inquiries  con- 
fidential. Send  CV  and  three  references  to:  Re- 
cruiting Coordinator,  Chickasha  Clinic,  PO 
Box  1069,  Chickasha,  OK  73018. 

FAMILY  PRACTICE  OPPORTUNITIES  in 
Southeast  Kansas  and  in  several  areas  of  Mis- 
souri. Solo,  group  or  associated  practice.  Im- 
mediate openings.  Please  call  Deanna  Feld- 
man, Health  Resources,  Ltd.  (816)  587-0920. 

INTERNIST,  PULMONOLOGIST,  FLEX. 
Board  certified,  ABIM  and  pulmonary 
medicine.  Seeking  solo,  group  or  partnership  in 
any  location.  Willing  to  do  some  internal 
medicine.  Available  July,  1982.  Contact:  K. 
Shah,  MD,  44-36  Ketcham  Street,  Elmhurst, 
New  York  11373.  (212)  426-2231  or  (212) 
240-1209. 

CLAY  ADAMS  LAB  EQUIPMENT. 
Reasonably  priced,  $4,800.  1.  Cell  counter 
HA-4,  2.  chemistry  analyzer,  Accustat.  Approx- 
imately two  years  old.  Excellent  condition. 
Call  (405)  751-7003. 

FOR  RENT:  OFFICE  SPACE  with  x-ray 
and  laboratory  facilities.  Mid-town,  Oklahoma 
City  area.  235-6461. 

INDUSTRIAL  CLINIC  NEEDS  PHYSI- 
CIAN. Interested  in  private  practice  of  occupa- 
tional medicine.  Salary  negotiable.  Early 
partnership.  Good  working  conditions.  Write 
1015  North  Shartel,  Oklahoma  City,  OK  73102 
or  call  (405)  232-6144.  □ 

Oklahoma  State  Medical  Association 


TWO  TYPES  OF  INSURANCE  PROMISES: 


1.  A claims-made  policy  will  protect  your  practice 
for  only  one  year. 

2.  PLICO’s  occurrence  policy  will  outlast  your 
professional  career! 


Beware  of  the  so  called  claims-made  professional  liability 
policy.  By  its  nature,  the  coverage  is  promised  for  only 
one  year.  An  occurrence  policy  — like  PLICO’s  — has 
lasting  value  you  can  count  on. 

For  example,  a claims-made  company  will  defend  you 
and  pay  claims  only  if  they  are  reported  while  the  policy  is 
in  force  — a year-to-year  form  of  insurance  insecurity. 
And  what  if  you  quit  the  company  or  it  quits  you?  Then 
you  have  to  breathe  new  life  into  the  insuring  agreement 
by  paying  one,  two  or  three  times  the  annual  premium 
just  to  have  the  privilege  of  reporting  claims  which  may 
come  to  light  only  after  the  policy  has  expired.  Another 
bad  feature  of  “claims-made”  insurance  is  that  some 
physicians  may  be  beguiled  into  buying  it  through  a 
deceptively-priced  “introductory”  premium,  only  to  dis- 
cover that  they  are  automatically  programmed  for  rate 
increases  over  the  next  four  years. 

By  contrast,  the  occurrence  policy  of  PLICO  is  on  your 
case  for  all  professional  services  you  perform  during  the 
policy  period  — regardless  of  when  the  claims  are  known 
and  reported!  There  are  no  “automatic”  rate  increases  at 
PLICO.  True  Oklahoma  loss  experience  always  governs 
its  cost. 

So,  doctor,  you  can  buy  professional  liability  insurance  by 
the  year  or  by  the  career.  The  career-oriented  PLICO 
policy  is  obviously  superior.  And  you  have  a promise  from 
us  that  the  real  cost  of  your  insurance  will  be  revealed 
up-front  — no  extra-buck  surprises  for  you  later  on. 


j Insurance  Company 

720  N.W.  50th  Street  • Box  18171  • Oklahoma  City  73154 
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HOUSTON  PLACE  HOTEL 


Houston  Place  at 
the  Medical  Center  is 
a full-service  luxury 
hotel  located  directly 
adjacent  to  one  of  the 
world’s  outstanding 
medical  centers,  the 
Texas  Medical  Center 
in  Houston,  Texas. 

Functional  and  ele- 
gant, Houston  Place  Hotel 
was  specifically  designed  with 
the  advice  and  council  of 
physicians  and  hospital  ad- 
ministrators to  serve  the 
Medical  Center. 

Houston  Place  Hotel , loc- 
ated next  to  the  Medical 
Center  complex,  places 
everything  within  easy  reach. 
Outpatients,  patients,  their 
families  and  friends,  business 
executives  and  visiting  pro- 
fessionals, all  can  save 
substantial  time,  effort,  and 
expense  by  staying  at  Hous- 
ton Place. 

Houston  Place  Hotel  pro- 
vides convenient  and  regularly 
scheduled  free  transportation 
to  any  location  in  the  Texas 
Medical  Center.  Additionally, 
transportation  to  Houston’s 
shopping  malls,  such  as 


the  Galleria,  and  to  business 
complexes,  and  airports 
can  also  be  arranged 
by  the  concierge. 

Houston  Place  at  the 
Medical  Center  is  a world- 
class  hotel  that  offers  an  array 
of  special  services  designed 
to  meet  the  unique  needs  of 
the  patrons  of  the  Texas 
Medical  Center. 

From  a physician  on  call  24 
hours  a day... to  special  diets 
available  in  the  hotel  res- 
taurant ...  to  a concierge, 
Houston  Place  has  been 
meticulously  planned  and 
professionally  staffed  for 
the  comfort  and  needs  of 
its  guests. 

In  addition,  the  hotel  is 
designed  and  equipped  to 
accommodate  guests  who 
require  special  care,  many  of 


whom  stay  in  Houston 
for  extended  periods 
of  time.  Guests  have  | 
the  choice  of  pre- 
paring their  own  [ 
meals  in  the  suite’s  kit- 1 
Chen,  or  dining  at  the  jj 
La  Terazza  Restaurant,  j 
Groceries  can  be  I 
purchased  at  the  Gift  I 
Shop,  along  with  gifts  and  I 

sundries.  Special  attention  I 

has  been  paid  to  international  I 
guests  with  the  inclusion  of  : 

private  safe  deposit  boxes  ’ 

and  telex  service  and  a 
multi-lingual  staff. 

Houston  Place  Hotel  also 
offers  the  superb  LaTerazza 
Restaurant.  Its  extensive  menu  j 
features  excellent  cuisine  and  ! 
beverages,  plus  special  diets  | 
planned  by  professional  dieti-  | 
tians.  The  warm  and  relaxing 
atmosphere  is  as  superb  as  j| 
the  cuisine.  It 

For  reservations  or  informa-  -j 
tion,  write,  phone,  cable  or  a 
telex;  Houston  Place  Hotel  at  j| 
the  Medical  Center,  6800  Main 
St.,  Houston,  Texas  77030  / p 
AC  713-528-7744/  ji 

Cable:  HOUPLACEHOU/  I 
Telex:  775774  I 


HOUSTON  PLACE  HOTEL 
at  the  Medical  Center 


A hoy  designed  tD  serve  one  of 
thevvoridSfeyrnedcaloenters.  J 

Another  project  of  VCM  Interest.  M I 


■ From  Burroughs  Wellcome  Co.  - the 
discoverer  and  developer  of  allopurinol 


■ Patient  starter/conversion  kits  available 
for  easy  titration  of  initial  dosage 

■ Patient  compliance  pamphlets  available 

■ Continuing  medical  education  materials 
available  for  physicians 


Prescribe  for  your  patients  as  you  would  for  yourself. 


Write  ''D.A.  W,  ” ‘TVb  Sub, or  "Medically  Necessary,  ” 
as  your  state  requires,  to  make  sure 
your  patient  receives  the  original  allopurinol 


WeHcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


ONE  OF  THE 
VITAL  SIGNS 
OF  ANXIOUS 
DEPRESSION: 

INSOMNIA 

Others  to  look  for: 

agitation 
anorexia 
feelings  of  guilt 
and  worthlessness 
fatigue 
palpitations 
headache 
vague  aches 
and  pains 
sadness 
psychic  and 
somatic  anxiety 


Aflisrs  conception, 

looking  out  from  the  human  eye 

os  conceived  in  o schematic  model. 


LIMBITROL  GIVEN 
H.S.:ONEOFTHE 
VITAL  SPECIFICS 
OF  TREATMENT 

Limbitrol  brings  a special — and  specific — quality  of 
relief  fo  most  anxious  depressed  patients.  Insomnia, 
for  example,  responds  with  particular  promptness. 

Other  symptoms  likely  to  respond  within  the  first  week 
of  treatment  include  anorexia,  agitation  and  psychic 
and  somatic  anxiety.  And,  as  the  depression  and 
anxiety  are  alleviated,  in  many  cases  so  are  such 
related  somatic  symptoms  as  headache,  palpitations, 
and  various  vague  aches  and  pains. 

Limbitrol  given  once  doily  h.s. 
may  be  the  best  approach 

Many  patients  respond  readily  to  a single  bedtime 
dose  of  Limbitrol,  a convenient  schedule  that  may 
enhance  compliance  and  helps  relieve  the  insomnia 
associated  with  anxious  depression.  Limbitrol  also 
offers  a choice  of  other  regimens:  t.i.d.,  or  a divided 
dose  with  the  larger  portion  h.s.  In  all  cases,  caution 
patients  about  the  combined  effects  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring 
complete  mental  alertness,  such  as  driving  or  oper- 
ating machinery. 

in  moderate  depression  and  anxiety 

Limbitrole 

Ibblels  5-12.5  each  containing  5 mg  chlordlazepoxide  and  12  5 mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordlazepoxide  ond  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


Specific  therapy  with  h.s.  dosage  convenience 


Please  see  summary  of  complete  product  information  on  following  poge. 


LIMBITROL°  TABLETS  TTanquilizer — Antidepressant 

Before  prescribing,  please  consult  complete  product  information, 

0 summary  of  which  follows: 

Indications:  Relief  of  moderofe  to  severe  depression  ossociofed  wiffi  moderofe 
fo  severe  onxiefy 

Contraindications:  Known  nypersensitivily  to  benzodiazepines  or  tricyclic 
antidepressants  Do  not  use  with  monoomme  oxidose  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  of  MAO  inhibitors  since  nyperpyretic 
crises  severe  convulsions  ond  deaths  hove  occurred  with  concomitant  use, 
then  initiate  cautiously  gradually  increasing  dosoge  until  optimal  response  is 
achieved  Contramdicoted  during  acute  recovery  phase  following  myocardial 
ntorction 

Wornings:  Use  with  great  core  in  patients  with  history  of  unnory  retention  or 
ongle-closure  gloucomo  Severe  constipation  moy  occur  in  potients  taking 
tricyclic  antidepressants  ond  onticholmergic-type  drugs  Closely  supervise 
cardiovascular  patients  (Arrhythmias  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  ontidepressonls  especially  high 
doses  Myocardial  infarction  and  stroke  reported  with  use  of  this  doss  of 
drugs ) Coution  patents  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressonts  and  ogomst  hozordous  occupations  requiring  complete 
mental  alertness  (e  g operating  machinery  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenital  malformations  os  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  instituting  therapy:  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 
Since  physical  ond  psychological  dependence  to  chlordiozepoxide  hove  been 
reported  rarely,  use  caution  in  administering  Limbitrol  to  oddiction-prone 
individuols  or  those  who  might  increase  dosage  withdrawal  symptoms 
following  discontinuation  ot  either  component  alone  hove  been  reported 
(nausea  heodocne  ond  moloise  for  amitriptyline,  symptoms  [including 
convulsions]  similar  to  those  of  borbifurote  withdrawal  tor  chlordiozepoxide) 
Precoutions:  Use  with  caution  in  patients  with  o history  ot  seizures  m 
r: , De'*'" , 'c  d patients  or  those  on  thyroid  medication,  and  in  patients  with 
impoired  renal  or  hepatic  tunction  Becouse  of  the  possibility  of  suicide  in 
depressed  patients,  do  not  permit  easy  access  to  lorge  quantities  in  these 
patients  Periodic  liver  function  tests  and  blood  counts  ore  recommended 
during  prolonged  treatment  Amitriptyline  component  may  block  oction  of 
guonethidine  or  similar  ontihypertensives  Concomitant  use  with  other 
psychotropic  drugs  hos  not  been  evoluoted  sedative  effects  may  be  odditive 
Discontinue  several  days  before  surgery  Limit  concomitant  administration  ot 
ECT  to  essential  treatment  See  Warnings  for  precoutions  obout  pregnancy 
Limbitrol  should  not  be  taken  during  the  nursing  period  Not  recommended 
in  children  under  12  In  the  elderly  and  debilitated,  limit  to  smallest  effective 
dosoge  to  preclude  otoxio  oversedotion  contusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  ore  those  ossocialed  with  either 
component  clone  drowsiness,  dry  mouth  constipation  blurred  vision, 
dizziness  and  bloating  Less  frequently  occurring  reactions  include  vivid 
dreams,  impotence,  tremor  confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia  fatigue  weakness,  restlessness  ond  lethorgy 
have  been  reported  os  side  effects  of  both  Limbitrol  ond  omitriptyline 
Granulocytopenia,  jaundice  ond  hepotic  dystunction  hove  been  observed 
rorely 

The  following  list  includes  odverse  reactions  not  reported  with  Limbitrol  but 
requiring  consideration  because  they  hove  been  reported  with  one  or  both 
compohents  or  closely  related  drugs 

Caratovascutar  Hypotension  hypertension  tocnycordio  polpitotions  myo- 
cordiol  infarction  arrhythmias  heart  block  stroke 
Psycniatric  Euphoria  apprehension  poor  concentration  delusions,  holluci- 
notions  hypomonio  and  increosed  or  decreased  libido 
Neurologic  Incoordinotion  ataxia  numbness  tingling  ond  poresthesids  of  the 
extremities  extropyromidol  symptoms,  syncope  chonges  in  EEG  patterns 
Antictiolinergic  Disturbance  of  occommodation  paralytic  ileus  unnory 
retention  dilatation  ot  unnory  tract 

Allergic  Skin  rash,  urticano.  photosensitizotion  edemo  of  face  and  tongue, 
pruritus 

Hematologic  Bone  morrow  depression  including  ogranulocytosis 
eosinophilio,  purpuro,  thrombocytopenia 

Gastrointestinal  Nouseo  epigastric  distress  vomiting,  anorexia  stomatitis 
peculiar  taste  diontieo  block  longue 

Endocrine  Testicular  swelling  and  gynecomostio  in  the  mole  breast 
enlargement,  golactonheo  and  minor  menstrual  irregularities  in  the  female 
and  elevation  and  lowering  of  blood  sugor  levels 
Other  Headache  weight  goin  or  loss,  increased  perspiration,  unnory 
frequency,  mydriasis,  jaundice,  olopecio  porotid  swelling 
Overdosage:  Immediately  hospitalize  patient  suspected  of  having  token  on 
overdose  Treotment  is  symptomatic  ond  supportive  I V odmimstrotion  of  1 to 
3 mg  physostigmine  salicylate  has  been  reported  to  reverse  the  symptoms  ot 
amitriptyline  poisoning  See  complete  product  information  for  manifestation 
and  treatment 

Dosoge:  Individualize  occording  to  symptom  severity  and  patient  response 
Reduce  to  smallest  effective  dosage  when  satisfoctory  response  is  obtained 
Larger  portion  of  doily  dose  may  be  token  at  bedtime  Single  h s dose  may 
suffice  for  some  patients  Lower  dosages  ore  recommended  for  the  elderly 
Limbitrol  10-25,  initial  dosoge  of  three  to  four  tablets  doily  in  divided  doses, 
increosed  to  six  tablets  or  decreased  to  two  toblets  doily  os  required 
Limbitrol  5-12  5,  initial  dosoge  of  three  to  tour  tablets  doily  in  divided  doses  tor 
patients  wno  do  not  tolerate  higner  doses 

How  Supplied:  White,  film-cooted  tablets  eoch  containing  10  mg  chlor- 
diozepoxide  ond  25  mg  amitriptyline  (os  the  hydrochloride  salt)  and  blue 
film-cooted  toblets  each  containing  5 mg  chlordiozepoxide  ond  12  5 mg 
omitriptyline  (os  the  hydrochloride  solt)— bottles  of  100  and  500,  Tel-E-Dose* 
packoges  of  100,  available  in  troys  of  4 reverse-numbered  boxes  ot  25, 
ond  in  boxes  containing  10  strips  of  10.  Prescription  Poks  ot  50 


WHY  YOU 
SHOULD 
NIAKEA 
CORPORATE 
CONTRIBU- 
TION TO 
THE  AD 
COUNCIL 

The  Advertising  Council  is  the  biggest 
advertiser  in  the  world.  Last  year,  with 
the  cooperation  of  all  media,  the  Coun- 
cil placed  almost  six  hundred  million 
dollars  of  public  service  advertising. 
Yet  its  total  operating  expense  budget 
was  only  $1,147,000  which  makes  its 
advertising  programs  one  of  America's 
greatest  bargains ...  for  every  $1  cash 
outlay  the  Council  is  generating  over 
$600  of  advertising. 

U.S.  business  and  associated  groups 
contributed  the  dollars  the  Ad  Council 
needs  to  create  and  manage  this 
remarkable  program.  Advertisers,  ad- 
vertising agencies,  and  the  media 
contributed  the  space  and  time. 

Your  company  can  play  a role.  If  you 
believe  in  supporting  public  service 
efforts  to  help  meet  the  challenges 
which  face  our  nation  today,  then  your 
company  can  do  as  many  hundreds  of 
others — large  and  small — have  done. 
You  can  make  a tax-deductible  con- 
tribution to  the  Advertising  Council. 

At  the  very  least  you  can,  quite  easily, 
find  out  more  about  how  the  Council 
works  and  what  it  does.  Simply  write  to: 
Robert  P.  Keim,  President,  the  Adver- 
tising Council,  Inc.,  825  Third  Avenue, 
New  York,  New  York  10022. 


A Public  Service  of  This  Magazine 
& The  Advertising  Council 

The  cost  of  preparation  of  this  advertisement 
was  paid  for  by  the  American  Business  Press, 
the  association  of  specialized  business  publi- 
cations. This  space  was  donated  by  this 
magazine. 
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Lei's  TALK  DUSINCSS 


A continuing  series  on  business  communicotion  issues. 


Making  telecommunication  decisions: 
consider  the  service. 


When  you  think  about 
adding  equipment  or  new 
systems  to  your  business,  a 
major  consideration  must  be 
how  it  will  be  serviced, 
maintained  and  updated. 

This  is  especially  critical 
with  today’s  complex  and 
vital  communications  ^sterns. 

How  much  a system  costs 
should  only  be  one  factor  in 
your  decision.  Keeping  it 
operating  properly  and 
efficiently  is  every  bit 
as  important. 

Know  your  vendor. 

Do  the  telecommunications 
vendors  you’re  considering 
offer  help  in  terms  of  service 
guarantees? 

Do  they  provide  service 
contracts?  And  if  so,  how 
much  do  they  cost  and  what  are 
the  renewal  terms? 

Is  their  service  rehable, 
fast,  efficient? 

Answers  to  questions  like 
these  should  have  a definite 
bearing  on  the  decision  you 
have  to  make. 

Full  risk  responsibility. 

When  you  sign  a contract 
for  service  with  Southwestern 
BeU,  you’re  not  signing  for  a 
piece  of  equipment,  but  rather 
for  a full  range  of  telecommuni- 
cations services. 

Services  that  might  other- 
wise be  available  at  a separately 
stated  charge,  or  not  at  all. 

For  instance,  if  your  Bell 
^stem  should  be  damaged  or 
destroyed  by  fire,  flood,  or 
other  natural  disaster,  it  would 
be  replaced  or  repaired 
at  no  additional 
charge.  \ 

Our  service  organi 
zation  is  trained  to 
respond  to  emergencies 
and  handle  maintenance 
efficiently. 

This  advertising  paid  tor  by  ratepayers 


In  fact,  by  using  a ^stem  we 
call  RMATS,  over  60%  of  the 
problems  that  develop  in  our 
larger  electronic  switching 
systems  are  automatically 
corrected  before  the  customer  is 
even  aware  the  problem  exists. 

Systems  that  grow  os  you  grow. 

You’re  in  business  to  grow. 
And  business  conditions  are 
constantly  changing. 

Will  the  communications 
^stem  you’re  considering 
handle  your  needs  as  your 
business  changes? 

Is  your  vendor  prepared  to 
work  with  you  and  make 
changes  to  meet  your  evolving 
business  needs? 

As  technology  advances, 
the  Bell  ^stem  will  be  designing 
step-by-step  paths  to  evolve 
your  system  into  the  future. 

Bell  ^stem  consultants 
will  be  available  to  evaluate 
your  needs  as  your  business 
changes,  to  re-engineer  or  “re- 
balance” your  system  to  match 


the  new  demands  placed  upon 
it,  both  from  a hardware  and 
software  standpoint. 

And,  there  is  no  additional 
cost  for  our  consultation  and 
evaluation. 

Service  means 
more  than  maintenance. 

But  a vendor  that  only 
provides  hardware  mainte- 
nance for  your  system  is  not 
providing  full  service. 

Our  attitude  at  South- 
western Bell  is  that  we  must 
help  customers  solve  business 
problems. 

And  that  goes  far  beyond 
rehable  equipment  mainte- 
nance. It  means  focusing  on 
the  specific  business  needs 
of  widely  varied  groups  of 
customers.  And  providing  an 
industiy-specialized  sales 
force  that  can  respond  with 
in-depth  expertise. 

Our  business  is  service. 

The  BeU  System  is 
committed  to  keeping  your 
communications  service  the 
best  in  the  world. 

We’ve  built  our  reputation 
on  service.  It’s  something 
you’ve  come  to  expect  - even 
demand  from  our  organization. 

That’s  a soUd  value 
difficult  to  measure  in  doUars 
and  cents.  But  absolutely 
invaluable  in  peace  of  mind. 


James  C.  Denneny 
Vice  President,  Business  Services 


Call  toU  freeil  800  643^353. 
(In  Arkansas:  I 800  482-1223. ) 


Southwestern  Bell 


In  vulvovaginitis,  Triva® 
douche  powder  provides 
symptomatic  relief  in 
seconds. 


“That’s  strange. 


Relief  in  seconds.  That’s  how  quickly  Triva  goes  to 
work  to  help  your  vaginitis  patients.  And  that’s  just 
after  their  first  douche.  Within  12  days  of  recommend- 
ed treatment  with  Triva,  most  cases  of  trichomonal 
and  non-specific  vaginitis  are  organism-free.  (Monilial 
infection  may  take  a bit  longer.)  Also,  your  patients 
can  start  therapy  right  away,  because  with  Triva 
there’s  no  need  to  worry  about  contraindications 
associated  with  causative  organisms. 


Triva®  Douche  Powder 

Oxyquinoline  Sulfate  2,0%,  Alkyl  Aryl  Sulfonate  35.0%.  Sodium  Sulfate 
52.5%,  Disodium  EDTA  .33%. 

Combines  flushing  douche  action  with  the  chemical 
action  of  its  formula.  For  treatment  of  Trichomonas 
infestation,  Triva  Douche  Powder  may  be  used  adjunc- 
tively  with  oral  therapy  for  fast  symptomatic  relief. 


Rx  Triva®  Jel 

Per  5 grams:  oxyquinoline  benzoate  7.5  mg.;  alkyl  aryl  sulfonate  62.5  mg,; 
disodium  edetate  2.5  mg.;  aminacrine  HCI  10  mg.;  copper  sulfate  .063  mg.; 
sodium  sulfate  6.9  mg. 

Provides  the  effective  therapeutic  action  of  Triva  with 
the  continuous  action  of  the  jel  form,  to  quickly  arrest 
infection  and  aid  in  relief  of  symptoms. 


Rx  Triva®  Combination 

Combines  therapeutic  Douche  Powder  and  Triva  Jel 
with  a handy  applicator  in  a convenient,  complete 
treatment  kit.  Triva  Combination  effectively  treats  all 
three  types  of  vaginitis,  including  stubborn  cases 
where  Monilia  and  Trichomonas  occur  together.  Effec- 
tiveness of  Triva  Combination  has  been  demonstrated 


by  clinical  testing  involving  the  use  of  Papanicolaou 
smear  and  Sabouraud  culture  to  confirm  diagnosis 
and  cure. 

Precaution 

If  irritation  occurs  at  the  onset  of  treatment  with  Jel.  treatment  may  be 
postponed  for  a day  or  two  and  preliminary  treatment  with  'h  strength  Triva 
Douche  used  Reguiar  treatment  should  then  be  resumed. 


Other  Ethically  Promoted  Products 
from  Boyle  & Company: 

• Citra  Capsules  . . . Antihistaminic/ 
Decongestant/Analgesic  for  cold  symptoms  relief 

Rx  • Citra  Forte  Syrup  and  Citra  Forte  Capsules  . . . 
for  dosage  form  flexibility 

• Digolase  . . . Digestive  enzymes 

• Glytinic  Tablets  and  Liquid  . . . Iron  plus 
aminoacetic  acid  for  iron  deficiency  anemia 


KJ 


Boyle  & Company/ 
Pharmaceuticals 

13260  Moore  Street. 

Cerritos  CA  90701 


©Boyle  & Company  1982  81-280745 


I Now 
Pronounce 
You  Man 
and  Device 


Medicine  and  business  are  finally  united  in  an  easy  to  use  office 
system  which  increases  productivity  and  efficiency.  Many  physicians 
have  already  discovered  our  time-share  system,  and  they’re  saving  time 
. . . and  money.  Make  your  medical  business  as  good  as  your  medicine. 


DflTflTEK 

Office  Systems,  Inc. 

818  N.W.  63rd,  Oklahoma  City,  OK  73116 

405-843-7323 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Britf  Summary. 

Donselt  tbt  Itttntnrt  tor  proscrtbiog  loforaattoft. 

Indtcatlons  and  Usafo:  Cecior*  (ceracKx.  Lilly)  is  indicated  in 
the  treatment  of  the  following  infections  when  caused  try  susceptible 
strains  of  the  designated  micnxxganisms. 

Lower  resoiraiorv  infections,  including  pneumonia  caused  by 
Sf/ep/ococcus  pneumoniae  (Diplococcus  pneumoniaei. 
Haemophilus  influenzae,  and  5 pyogenes  (group  A beia-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causatrw  organism  to  Cecior 
ContralRdlcatlort:  Cecior  is  contraindicated  in  patiems  with 
known  allergy  to  the  cephalosporin  group  of  antibiobcs 
waniBfs:  in  penicillin-sensitive  patients,  cephalosporin 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICmf  OF  THE  PEWCILLINS  AND  THE  CEPHALOSPORINS. 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS,  INCLUDING  ANAPHYLAXIS  TO  BOTH  DRUG  CLASSES 

Antibiotics,  including  Cecior.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
pamcuiady  to  drugs 

Precaatlons:  If  an  allergic  reaction  to  cefaclor  occurs,  the  drug 
^ouM  be  discontinued,  and.  if  necessary  the  patient  should  be 
treated  with  appropriate  agents,  e g . pressor  amines,  antihistamines, 
or  coaicosteroids 

Prolonged  use  of  cefaclor  may  result  in  the  overgrowth  of 
nonsusceptibie  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  dunng  therapy  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during 
treatment  with  the  cephalosporin  antibiotics  In  hematologic 
studies  or  in  transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the  minor  side  or  in  Coontt 
testing  of  newborns  whose  mothers  have  received  cephalosponn 
antibiotics  before  parturition,  it  should  be  recognized  that  a 
positiw  Coombs  test  may  be  due  to  the  drug 

Cecior  should  be  administered  with  caution  m the  presence  of 
markedly  impaired  renal  function.  Under  such  a condition  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Cecior.  a false-po^tive  reaction 
for  glucose  in  the  unne  may  occur  This  has  been  observed  with 
Benedict  s and  Fehling's  solutions  and  also  with  Clinitest* 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Suip, 
USP,  Lilly) 

Usage  in  Pregnancy- Although  no  teratog^ic  or  antifertiiity 
effects  were  seen  in  reprodxtion  studies  m mice  and  rats  receiving 
14)  to  12  times  the  maximum  human  dose  or  in  ferrets  given  three 
times  the  maximum  human  dose,  the  safety  of  this  drug  for  use  in 
human  pregnancy  has  not  been  established  The  benefits  of  the 
drug  in  pregnant  women  should  be  weighed  against  a possiWe 
risk  (0  the  fetus 

Usage  in  /nf^y- Safety  of  Dus  prodxt  for  use  in  infants 
less  than  one  month  of  age  has  not  been  established 
Advert*  Reactioer  Adverse  effects  considered  related  to 
cefaclor  therapy  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2.5  percent  of 
patients  and  include  diarrhea  (1  in  70)  and  nausea  and  vomiting 
(1  in  90) 

As  with  other  broad-spectrum  antibiotics,  colitis,  including  rare 
instances  of  pseudomembranous  colitis,  has  been  reported  in 
coniunction  with  therapy  with  Cecior 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 


percent  of  patiems  and  include  morbiilrform  eruptions  (1  in  100). 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patiems  Cases  of  serum-sickness-like  reactions 
(erythema  muftiforme  or  the  above  skin  manifestations  accompanied 
by  arthntis/arthralgia  and.  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Cecior*  (cefaclor).  Sxh  reactions  have  been  reported  more 
frequently  in  children  than  in  adults.  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside  within  a 
few  days  after  cessation  of  therapy.  No  serious  sequelae  have 
been  reported.  Antihistamines  and  corticosteroids  appear  to 
erXiance  resolution  of  the  syndrome 
Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patiems  with  a history  of  penicillin  allergy 
Other  effects  considered  related  to  therapy  ixiuded  eostnophilia 
(1  m 50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in 
IX  patiems) 

CausaJ  Relationship  Uncertain -ImsHory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported.  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
NepaffC- Slight  elevations  in  SCOT.  SGPT.  or  alkaline 
phosphatase  values  (1  in  40] 

Hematopoietic (Ixtuations  in  leukxyie  count, 
predominantly  lymphxyiosts  occurring  in  infants  and  young 
children  (1  m 40) 

/?er»/- Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  5X)  or  abnormal  urinalysis  (less  than  1 in  2X).  tici028in| 

‘Many  authorities  attribute  acute  infectious  exacerbation  of 
chronic  bronchitis  to  either  S pneumoniae  or  H influenzae  • 

Note  Cecior  is  contraindicated  in  patiems  with  known  allergy  to 
the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patiems 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  imxtions.  ixiuding  the  prophylaxis 
of  rheumatic  fever  See  prescnbmg  imormation 
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Additional  information  available  to 
the  profession  on  request  from 
Ell  Lilly  and  Company. 
Indianapolis.  Indiana  46285 
Eli  Lilly  Industries.  Inc. 


Some  ampicillln-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Cecior.’^ 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Cecior.^ 
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The  Physician’s  Sleep  Glossary 

Some  common  sleep  laboratory  terms 

poly«som*no«graph.  An  instrument  which 
simultaneously  records  by  electrodes  physiologi- 
cal variables  during  sleep — for  example,  brain 
actmty  (EEG),  eye  movements  (EOG),  muscle 
tonus  (EMG)  and  other  electrophysiological  varia- 
bles. These  readings  indicate  precisely  w^hen 
patients  fall  asleep,  how  many  wake  periods  they 
experience,  the  quality  of  sleep  and  the  duration 
of  sleep. 

sleep  la»ten»cy.  The  period  of  time  measured 
from  “lights  out,”  or  bedtime,  to  the  commence- 
ment or  onset  of  sleep. 

wake  time  af»ter  sleep  on-set.  Intervals  of 
time  spent  awake  between  onset  of  sleep  and  the 
end  of  the  sleep  period.  The  polysomnograph  reg- 
isters the  length  and  frequency  of  the  intervals. 

to-tal  sleep  time.  The  amount  of  time  actually 
spent  in  sleeping.  This  is  estimated  by  subtract- 
ing wake  times  from  the  period  encompassed  by 
the  onset  and  the  termination  of  sleep.' 

REM/NREM.  1.  REM,  or  rapid  eye  movement, 
sleep  is  “active” — characterized  by  increased 
metabolic  rates,  elevated  temperature  and 
arousal-type  EEG  patterns.  2.  NR  EM,  or  non- 
rapid eye  movement,  sleep  represents  “quiet” 
sleep  stages.  There  are  fom’  distinct  stages  of 
NREM  sleep. - 

re-bound  in-som-nia.  A statistically  significant 
worsening  of  sleep  compared  to  baseline  on  the 
nights  immediately  following  discontinuation  of 
sleep  medication. 3 
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Dalmane® 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 


Efficacy  objectively  dem- 
onstrated in  the  sleep  lab- 
oratory— the  most  valid 
environment  for  measur- 
ing hypnotic  efficacy. 

In  numerous  sleep  laboratory 
investigations  patients  fell  asleep 
sooner,  slept  longer  and  woke  up 
less  during  the  night^ 

Dalmane® 

flurazepem  HO/Roche 

Compared  with  temazepam  and 
other  hypnotics,  onset  of  sleep  is 
more  rapid"*  with 

Dalmane® 

Fewer  middle-of-the-night  awak- 
enings'* with 

Dalmane® 

More  total  sleep  time  on  nights 
12  to  14  of  therapy*  and  contin- 
ued efficacy  for  up  to  28  nights^ 
with 

Dalmane® 

Rebound  insomnia  is  avoided 
upon  discontinuation  3*-^  of 

Dalmane® 

Low  incidence  of  morning  “hang- 
over”'* with 

Dalmane® 

The  efficacy  of  Dalmane  has 
been  studied  in  over  200  clinical 
trials  with  more  than  10,000 
patients. ^ During  long-term 
therapy,  which  is  rarely  required, 
periodic  blood,  kidney  and  liver 
function  tests  should  be  per- 
formed. Contraindicated  in 
patients  who  are  pregnant  or 
hypersensitive  to  flurazepam. 

Please  see  summary  of  product  informa- 
tion on  following  page. 


Dalmane*  <S 

(fliirazepam  HCI/Roche) 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early  morning  awak- 
ening; in  patients  with  recurring  insomnia  or  poor 
sleeping  habits;  in  acute  or  chronic  medical  situa- 
tions requiring  restful  sleep.  Objective  sleep  labora- 
tory data  have  shown  effectiveness  for  at  least  28 
consecutive  nights  of  administration.  Since  insom- 
nia is  often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary  or  recom- 
mended. Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  flur- 
azepam  HCI;  pregnancy.  Benzodiazepines  may 
cause  fetal  damage  when  administered  during  preg- 
nancy. Several  studies  suggest  an  increased  risk  of 
congenital  malformations  associated  with  benzodi- 
azepine use  during  the  first  trimester.  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possi- 
bility of  becoming  pregnant  exist  while  receiving 
flurazepam.  Instruct  patient  to  discontinue  drug 
prior  to  becoming  pregnant.  Consider  the  possibil- 
ity of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
sants. An  additive  effect  may  occur  if  alcohol  is 
consumed  the  day  following  use  for  nighttime  seda- 
tion. This  potential  may  exist  for  several  days  fol- 
lowing discontinuation.  Caution  against  hazardous 
occupations  requiring  complete  mental  alertness 
(e.g.,  operating  machinery,  driving).  Potential 
impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recom- 
mended for  use  in  persons  under  15  years  of  age. 
Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with 
gradual  tapering  of  dosage  for  those  patients  on 
medication  for  a prolonged  period  of  time.  Use 
caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated  patients,  it 
is  recommended  that  the  dosage  be  limited  to  15  mg 
to  reduce  risk  of  oversedation,  dizziness,  confu- 
sion and/or  ataxia.  Consider  potential  additive 
effects  with  other  hypnotics  or  CNS  depressants. 
Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suici- 
dal tendencies,  or  in  those  with  impaired  renal  or 
hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated 
patients.  Severe  sedation,  lethargy,  disorientation 
and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported.  Also  reported; 
headache,  heartburn,  upset  stomach,  nausea,  vom- 
iting, diarrhea,  constipation,  Gl  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weakness, 
palpitations,  chest  pains,  body  and  joint  pains  and 
GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burn- 
ing eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria,  depres- 
sion, slurred  speech,  confusion,  restlessness,  hallu- 
cinations, and  elevated  SGOT  SGPT  total  and  direct 
bilirubins,  and  alkaline  phosphatase;  and  paradoxi- 
cal reactions,  e g.,  excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg  may  suf- 
fice in  some  patients.  Elderly  or  debilitated 
patients:  15  mg  recommended  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 


William  M.  Leebron,  MD,  Chairman 
Floyd  F.  Miller,  MD,  Vice-Chairman 

Elvin  M.  Amen,  MD 
William  G.  Bernhardt,  MD 
Richard  J.  Boatsman,  MD 
Curtis  O.  Bohiman,  MD 
George  M.  Brown,  Jr.,  MD 
Ed  L.  Calhoon,  MD 
Larry  W.  Cartmell,  MD 
Norman  A.  Cotner,  MD 
Hillard  E.  Denyer,  MD 
Jodie  L.  Edge,  MD 
David  A.  Fell,  MD 
John  T.  Forsythe,  MD 
Michael  J.  Haugh,  MD 
H.  Clark  Hyde,  Jr.,  MD 
George  H.  Kamp,  MD 
C.  S.  Lewis,  Jr.,  MD 
Larry  Long,  MD 
John  A.  McIntyre,  MD 
Ellis  Oster,  MD 
Jack  W.  Parrish,  MD 
James  B.  Pitts,  Jr.,MD 
James  R.  Rhymer,  MD 
Edwin  E.  Rice,  MD 
Lee  E.  Schoeffler,  MD 
John  R.  Stacy,  MD 
Joseph  W.  Stafford,  MD 
Daniel  R.  Stough,  MD 
Orange  M.  Welborn,  MD 
Neil  W.  Woodward,  MD 

If  you  have  any  information  about  specific  candi- 
dates for  the  1982  elections  . . . Please  contact 
any  of  the  Board  Members. 

To  Join  OMPAC  send  check  for 
$50.00,  $100.00,  or  $200.00  to 
OMPAC, 

PO  Box  54520, 

Oklahoma  City,  OK  73154. 
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Have  the  new  pension  laws  got  you  down? 
Why  employ  when  you  can  lease? 


Staff  leasing  will  reduce  your  taxes  and  increase  your  net  earnings 


Your  staff  will  enjoy  superior 
employee -benefits 

• medical  insurance 

• maternity  benefits 

• dental  insurance 

• life  insurance 

• pension  retirement 

• professional  liability  insurance 

• and  more 


Free  yourself  to  select  a benefit 
package  (retirement,  medical  ex- 
pense reimbursement,  insurance, 
etc.)  which  satisfies  and  covers  only 
yourself  without  being  required  to 
provide  the  same  benefits  to  your 
entire  staff. 


• We  are  not  an  employment  agency. 

• We  provide  full-time  staffs  for  clinics,  group  practices  and  sole 
practitioners. 

• We  will  either  hire  your  existing  employees  and  lease  them  back 
to  you  or  hire  new  employees  who  are  acceptable  to  you. 

• We  will  save  you  money,  time  and  effort.  You  merely  write  one 
check  a month  and  we  do  all  the  rest. 

• Our  fee  will  be  significantly  less  than  your  present  employee  cost. 


Our  staff  leasing  arrangement  is  also  a recognized  solution  for  those  professional 
corporations  which  are  faced  with  the  affiliated  service  group  problems,  under  IRC 
Section  414  (m). 


STAFF  LEASING,  INC. 

The  Staff  Leasing  Company 


IN  TEXAS  CALL 
(214)  343-8682 


IN  OKLAHOMA  CALL 
(405)  943-3310 


POST  OFFICE  BOX  31207 
DALLAS,  TEXAS  75231 


POST  OFFICE  BOX  12373 
OKLAHOMA  CITY,  OKLAHOMA  73157 
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Oklahoma  State  Medical  Association 


It  all  adds  up, 

in  today's  major  hypertension  studies 


VA  Study^ 

■ 450  patients  studied 

■ Mild  to  moderate 
hypertensives 

■ Comparison  of  propranolol 
and  reserpine  for  Step-2 
antihypertensive  therapy 

■ Conclusion:  when  added 
to  a thiazide  diuretic,  reser- 
pine was  effective  in  a larger 
percentage  of  patients  (88%) 
than  was  propranolol  (81%)! 


HDFPStudy2 

■ More  than  10,000  patients 
studied 

■ Conducted  at  14  centers 
over  5 years 

■ Proved  that  compliance 
with  Step  Care  lowers  death 
rate  from  all  cardiovascular 
causes 

■ Conclusion:  reserpine- 
thiazide  regimens  were 
preferred  for  Step-2  therapy, 
and  were  deemed  effective, 
without  significant  adverse 
effects! 


MRFIT  Study3 

■ ()-year,  12,000-patient 
study,  to  be  completed 
in  1982 

■ Assesses  factors  that  may 
increase  risk  of  cardio- 
vascular disease 

■ Preferred  Step-2  regimen; 
reserpine-thiazide 

■ Full  year's  data:  reserpine 
is  causing  less  depression 
than  methyidopa,  diuretics, 
or  placebo! 


That's  why  the  combination  in 

Salutensin* 

(hydroflumethiazide  50  mg/ 
reserpine  0.125  mg) 

Is  the  preferred  Step-2  regimen 

Please  see  references  and  brief  summary  of  prescribing  information  on  adjacent  page.  | Bnsm Labo'aio'.es 

KHIV  I IJI  Dii/iS'Of>o<  Brisfoi-Wye^sCo'^oa^v 

Syracuse  Nev^  Vbrx  1320’ 


Copyright  © 1982.  Bristol  Laboratories 


Salutensin® 

(hydroflumethiazide  50  mg/reserpine  0.125  mg) 

Salutensin-Demi'” 

(hydroflumethiazide  25  mg/reserpine  0.125  mg) 

Brief  Summary  of  Prescribing  Information  (12)  10/27/78 

For  complete  information  consult  Official  Package  Circular 

WARNING 

This  fixed  combination  drug  is  not  indicated  for  initial  therapy  of 
hypertension  Hypertension  requires  therapy  titrated  to  the  individ- 
ual patient.  If  the  fixed  combination  represents  the  dosage  so 
determined,  its  use  may  be  more  convenient  in  patient  management. 
The  treatment  of  hypertension  is  not  static,  but  must  be  reevaluated 
as  conditions  in  each  patient  warrant. 


CONTRAINDICATIONS 

Anuria,  oliguria,  active  peptic  ulceration,  ulcerative  colitis,  severe 
depression  or  hypersensitivity  to  its  components  contraindicates  the 
use  of  Salutensin. 

WARNINGS 

Small-bowel  lesions  (obstruction,  hemorrhage,  perforation  and  death) 
have  occurred  during  therapy  with  enteric-coated  formulations  contain- 
ing potassium,  with  or  without  thiazides.  Such  potassium  formulations 
should  be  used  with  Salutensin  only  when  indicated  and  should  be  dis- 
continued immediately  if  abdominal  pain,  distention,  nausea,  vomiting 
or  gastrointestinal  bleeding  occurs.  Use  cautiously,  and  only  when 
deemed  essential,  in  fertile,  pregnant  or  lactating  patients. 

Use  in  Pregnancy— Thiazides  cross  the  placenta  and  can  cause  fetal 
or  neonatal  hyperbilirubinemia,  thrombocytopenia,  altered  carbohydrate 
metabolism  and  possibly  electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock  therapy:  discontinue  Salutensin 
2 weeks  before  such  therapy.  Increased  respiratory  secretions,  nasal 
congestion,  cyanosis  and  anorexia  may  occur  in  infants  born  to  reserpine- 
treated  mothers. 

PRECAUTIONS 

Azotemia,  hypochloremia,  hyponatremia,  hypochloremic  alkalosis 
and  hypokalemia  (especially  with  hepatic  cirrhosis  and  corticosteroid 
therapy)  may  occur,  particularly  with  pre-existing  vomiting  and  diarrhea. 
Potassium  loss  may  cause  digitalis  intoxication.  Potassium  loss  responds 
to  potassium-rich  foods,  potassium  chloride  or,  if  necessary,  discontinu- 
ation of  therapy.  Serum  ammonia  elevation  may  precipitate  coma  in 
precomatose  hepatic  cirrhotics.  Discontinue  therapy  2 weeks  before 
surgery  or  if  myocardial  irritability,  progressive  azotemia  or  severe 
depression  occur.  Exercise  caution  in  patients  with  chronic  uremia, 
angina  pectoris,  coronary  thrombosis  or  extensive  cerebral  vascular 
disease  or  bronchial  asthma  and  in  those  with  a history  of  peptic 
ulceration  or  bronchial  asthma;  in  post-sympathectomy  patients;  in 
patients  on  quinidine;  and  in  patients  with  gallstones,  in  whom  biliary 
colic  may  occur  Patients  who  have  diabetes  mellitus  or  who  are  sus- 
pected of  being  prediabetic  should  be  kept  under  close  observation  if 
treated  with  this  agent. 

ADVERSE  REACTIONS 

Hydroflumethiazide  — Skin-rashes  (including  exfoliative  dermatitis), 
skin  photosensitivity,  urticaria,  necrotizing  angiitis,  xanthopsia,  granulo- 
cytopenia, aplastic  anemia,  orthostatic  hypotension  (potentiated  with 
alcohol,  barbiturates  or  narcotics),  allergic  glomerulonephritis,  acute 
pancreatitis,  liver  involvement  (intrahepatic  cholestatic  jaundice), 
purpura  plus  or  minus  thrombocytopenia,  hyperuricemia,  hyperglycemia, 
glycosuria,  malaise,  weakness,  dizziness,  fatigue,  paresthesias,  muscle 
cramps,  skin  rash,  epigastric  distress,  vomiting,  diarrhea  and  constipation. 

Reserpine  — Depression,  peptic  ulceration,  diarrhea.  Parkinsonism, 
nasal  stuffiness,  dryness  of  the  mouth,  weight  gain,  impotence  or 
decreased  libido,  conjunctival  injection,  dull  sensorium,  deafness,  glau- 
coma, uveitis,  optic  atrophy,  and,  with  overdosage,  agitation,  insomnia 
and  nightmares. 

USUAL  DOSE 

The  usual  adult  dose  of  Salutensin  is  one  tablet  once  or  twice 
daily.  If  a smaller  amount  of  thiazide  diuretic  is  desired,  Salutensin- 
Demi,  one  tablet  once  or  twice  daily  can  be  given. 

SUPPLIED 

Bottles  of  10  and  1000  scored  tablets. 

REFERENCES 

1.  Propranolol  in  the  treatment  of  essential  hypertension.  Veterans 
Administration  Cooperative  Study  Group  on  Antihypertensive  Agents. 
lAMA  237:2303-2310,  1977 

2.  Five-year  findings  of  the  hypertension  detection  and  follow-up  pro- 
gram: I Reduction  in  mortality  of  persons  with  high  blood  pressure, 
including  mild  hypertension.  Hypertension  Detection  and  Follow-up 
Program  Cooperative  Croup.  lAMA  242:2562-2571,  1979. 

3.  Moser  M,  Kaplan  NM,  Sullivan  )M,  Paul  O,  in  discussion:  Perspec- 
tives on  MRFIT:  Can  the  interim  data  be  applied  to  your  practice...? 

An  Interim  Report  on  the  Ongoing  Multiple  Risk  Factor  Intervention  Trial: 
MRFIT.  New  Perspectives  on  Hypertension  2(1):10-19,  February  1981 . 
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OKLAHOMA  STATt  MhDICAL  ASSO(,l AI  KJN 

OSMA 

MEDICAL 

DIRECTORY 

Oklahoma’s  Most  Complete 
Informational  Medical  Data 

Includes: 

Alphabetical  Physicians  Roster,  Roster  by 
Cities,  Designed  Specialty  Codes,  Medical 
School  Codes,  Frequently  Called  Telephone 
Numbers 

Copies  have  been  mailed  to  each  OSMA 
member.  Additional  copies  for  physician- 
members  are  available  for  $10.00  per  copy, 
plus  postage  and  handling.  Others  may  pur- 
chase copies  for  $15.00  each,  plus  postage 
and  handling. 

Order  from  OSMA, 

601  N.W.  Expressway, 

Oklahoma  City,  OK  73118. 
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The  symptoms  are  common.  Missing  receipts. 
Overdue  invoices.  Neglected  insurance  forms.  And, 
worst  of  all,  a lot  of  precious  time  spent  on  paperwork 
that  could  otherwise  be  devoted  to  patient  care. 

The  cure;  A Commodore  desktop  computer.  In- 
cluding disk  drive,  letter  quality  printer,  and  complete 
medical  accounting  and  word  processing  systems. 

For  a modest  investment,  you  get  all  the  features  of  a 
sophisticated  and  versatile  business  computer  that  can 
do  virtually  all  your  paperwork  in  a fraction  of  the 
time  it  takes  you  now. 

Commodore’s  Medical  Accounting  System 

(MAS)',  for  example,  can  provide  you  with  a fast, 
flexible  accounting  and  bookkeeping  system  that’s  as 
easy  to  use  as  it  is  cost  effective.  Automating  your 
receivables,  invoicing,  aging  of  payables,  and  re- 
venue analyses.  MAS  can  also  generate  end-of-the- 
month  “Superbills”  as  well  as  standard  insurance  and 
Medicare  forms.  And  it  gives  you  a thorough  over- 
view of  your  office  activities  through  a series  of 
reports  ranging  from  diagnostics  to  referrals. 

And  with  our  word  processing  programs,  your 
Commodore  computer  is  versatile  enough  to  be  used 
whenever  you’d  normally  use  a typewriter.  For 
memos.  Reports.  Correspondence.  Proposals.  In 
seconds,  you  can  delete,  insert,  rearrange  para- 
graphs, even  revise  as  many  times  as  necessary.  With 
no  time  wasted  typing  multiple  drafts. 

If  all  that  time  saved  on  paperwork  is  used  to  take 
on  additional  patients,  just  think  how  quickly  your 
Commodore  computer  will  pay  for  itself,  many 
times  over. 

Your  Commodore  computer  can  be  expanded  to 

meet  the  needs  of  a growing  office.  And  Commodore 
dealers  throughout  the  country  offer  prompt  local 
service.  Visit  your  Commodore  dealer  for  a hands-on 
demonstration  of  the  Commodore  computer  that  does 
so  much,  so  easily,  at  such  a low  cost. 

I Medical  Accounting  System  was  created  by  Cimarron  Coq). 


“MEDICAL  ACCOUNTING  PLUS 
WORD  PROCESSING  FOR  UNDER 
$630a  FROM  COMMODORE.” 

—WILLIAM  SHATNER 


Commodore  Computer  Systems 

681  Moore  Road,  King  of  Prussia,  PA  19406  SJC-6 

□ Please  send  me  more  information  on  the  MAS  System. 

Name 

Address 

City State 

Zip 

Phone 


commodore 

COMPUTER 


THERE’S  MORE  TO  ARMY  RESERVE  MEDICINE  THAN  THE  ARMY 

’’lie  Arw  Medkai  Corn  s. 

Add  the  prestige  of  an  officer’s  commission  to* your  medical  career  without  leaving  your  hometown.  As  a 
qualified  physician,  you’ll  receive  a direct  Army  Reserve  Commission.  You’ll  serve  your  country  as  an  officer 
and  receive  an  officer’s  pay  for  each  monthly  and  anraaJ^S^^^ession  you  attend. 

While  serving,  you’ll  accumulate  retirement  cre“^^^^^^^^S0  OFFER  SPECIAL  OPPORTUNITIES 
ward  a military  pension  at  age  60  after  the  comple^giWf*'FOR  MEDICAL  STUDENTS 
of  20  years  of  parttime  service. 

For  more  information,  complete  and  mail  the 
For  one  weekend  a month,  you  can  be  the  kind  coupon  below  or  call  today, 
doctor  many  doctors  would  like  to  be.  The  actual  time" 
commitment  is  minimal.  Reserve  membership  takes 
only  16  hours  each  month  and  two  consecutive  weeks 
each  year. 


ARMY  RESERVE  MEDICINE 
1528  CENTRAL  STREET 
KANSAS  CITY,  MO  64108  • 


I would  like  more  information  on  physician  opportunities. 

NAME TELEPHONE 

STREET  

CITY STATE ZIP 


YOU  CAN  SERVE  YOUR  COUNTRY  WHILE  BUILDING  YOUR  FUTURE. 


ARMY  RESERVE  MEDICINE 

COLLECT:  (816)  421-6079 


OKC  405-495-0601 
CLEVELAND  918-358-3559 
CUSHING  918-225-5563 


TULSA  918-587-8994 


SHAWNEE  405-275-8020 
LAWTON  405-355-6101 
EL  RENO  405-262-1021 


918-225-5563  .-a  EL  RENO  405-21 

HOME 

a Non-profit  ^ * Ai 

MEDICARE  APPROVED  HOME  HEALTH  AGENCY  ^ 


WHAT  IS  HOME  HEALTH  CARE? 

Home  health  care  is  a unique  part  of  the  community  total  health  delivery  system.  The  role  of  home  health 
care  is  to  make  available  to  each  physician  services  that  will  enhance  the  recovery  process  of  his  patients.  The 
physician  may  choose  to  utilize  home  health  care  for  his  homebound  patients  who  need: 

1.  SKILLED  NURSING  CARE  — to  apply  and  reinforce  his  treatment  regime  i.e.  special  diets,  injections, 
diabetes  care  and  instructions,  catheter  care,  colostomy  care,  and  other  needs  after  a hospital  stay  or  an 
illness  in  the  home.  — Or,  for  frequent  monitoring  and  reporting  of  patients  condition  to  their  physician. 

2.  HOME  HEALTH  AIDE  — to  carry  out  personal  hygiene  needs  of  his  patients. 

3.  PHYSICAL  THERAPY  — to  evaluate  and  carry  out  an  exercise  regime  or  other  therapeutic  treatment. 

4.  OCCUPATIONAL  THERAPY 

5.  SPEECH  THERAPY 

6.  MEDICAL  SOCIAL  WORKER 

7.  A NURSE  ON  CALL  24-HOURS  a day  for  problem  situations. 

8.  REFERRAL  SERVICES 

9.  HOSPITAL  PATIENT  EVALUATION 

10.  SUPPLIES  & EQUIPMENT  (approved  by  medicare  while  patient  is  on  our  service. 

Medicare  allows  ^009c  coverage  for  these  services  to  those  who  qualify. 

OHH  is  presently  serving  over  30  counties  in  Oklahoma. 

FOR  MORE  INFORMATION  AND  ASSISTANCE  PLEASE  CALL 


OKLAHOMA  HOME  HEALTH,  INC. 
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SOUTHERN  MEDICAL 
ASSOCIATION... 


PIAL 

I access 


■DIAL 

access 


DIAL 

access 


Dial  Access  is  Southern  Medical’s 
answer  to  problem-solving  CME. 

Dial  Access  is  a toll-free  continuing  medical  education  service  to 
physicians,  consisting  of  8-10  minute  recorded  messages 
explaining  the  most  recent  therapeutic  and  diagnostic  findings  on 
specialized  medical  problems.  Dial  Access  is  available  to  SMA 
members  for  only  $5.00  per  year  (non-members,  $25.00  per 
year).  Included  in  the  subscription  cost  are:  Ready  Reference 
Catalog  with  continual  updates  of  the  1 ,000  audio  tapes,  a 
quarterly  newsletter,  and  a 24-hour  a day,  7-day  a week  toll-free 
number  providing  you  with  complete  information  in  eight 

disciplines: 

• Arthritis  & Rheumatism  • Gastroenterology 

• Infectious  Diseases  • Diabetes  & Endocrinology 

• Obstetrics  & Gynecology  • Psychotherapeutics 

• Cancer  • Cardiovascular  Disease 

Subscribe  NOW  and  receive  your  Ready  Reference  Catalog  and 

your  I.D.  number. 

Write  or  call:  Barbara  Bedford,  SMA,  PO  Box  2446, 
Birmingham,  Alabama  35201,  (205)  323-4400. 


WHAT  YOUR  PATIENTS 
HAVE  ALWAYS  WANTED 
TO  KNOW! 


medical  Update 


TIMELY  MESSAGES  TO  KEEP  YOU  INFORMED 


Help  them  with  informative 
brochures  on: 

• Taking  medications 

• Wise  dieting 

• Sun’s  health  hazards 

4 

OSMA  has  brochures  and  a display 
placard  for  your  waiting  room.  Use  the 
convenient  order  blank  below  to  order 
your  supply.  There  is  no  charge  for  this 
OSMA  service. 


Please  send  Medical  Update  to: 

Name 

Address 

City  Zip 

□ Send  brochures 

□ Send  placard 

Mail  to:  OSMA,  601  N.W.  Expressway 
Oklahoma  City,  OK  73118. 
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We  believe  private  psychiatric  treat- 
ment is  a vital  option  which  should  al- 
ways be  available  to  physicians  and 
their  patients.  Since  1939,  we  have  been 
dedicated  to  bringing  life's  potential 
within  the  grasp  of  our  patients. 

Through  our  adolescent  treatment 
program,  we  are  meeting  the  mental 
health  needs  of  a growing  group  of 
psychiatric  patients.  Willow  View  Hos- 
pital has  also  expanded  its  alcohol  re- 
habilitation program. 

The  administration  and  staff  invite 
you  to  become  better  acquainted  with 
the  services  we  offer  at  Willow  View. 


MEDICAL  STAFF 


Nolen  L.  Armstrong,  MD 
Harold  J.  Binder,  MD 
Wolfgang  K.  Huber,  MD 


Harold  G.  Sleeper,  MD 
Medical  Director 


Harald  S.  Krueger,  MD 
Joseph  B.  Ruffin,  MD 
Harold  G.  Sleeper,  MD 


Nolen  L.  Armstrong,  MD 
Chief  of  Staff 


Dolores  R.  Wiggins,  Hospital  Administrator 


2601  Spencer  Road 

P.O.  Box  11137  • Oklahoma  City,  Oklahoma  73136  • Phone  405  427-2441 
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Lyman  C.  Veazey,  MD  Winfred  L.  Medcalf,  MD 

Lloyd  G.  McArthur,  PhD,  MD  Robert  C.  Troop,  PhD,  MD 

Edward  E.  Velayos,  MD,  FACP 


207  C Street  NW 


Ardmore,  Ok.  73401 

Phone  (405)  223-5180 


THE  CHICKASHA  CLINIC 
AND 

TIMBER  CREEK  BRANCH 


FAMILY  PRACTICE 

J W McDomel.  MD 
J O Wood.  Jr  , MD 
Don  R Hess.  MD 
Tim  Bohn.  MD 

INTERNAL  MEDICINE 

W S Harrison.  MD 
D L Stehr.  MD 
R S Davis.  MD 

GASTROENTEROLOGY 

C K Su.  MD 

CARDIOLOGY 

J T Bledsoe.  MD 

OBSTETRICS  AND  GYNECOLOGY 

Nancy  W Dever.  MD 
Alan  J Weedn.  MD 

PEDIATRICS 

R E Herndon.  MD 
E.  R Orr.  MD 
J E Freed.  MD 
M P Escobar.  MD 


MAIN  CLINIC 

2222  IOWA,  CHICKASHA,  OK  224-4853 


GENERAL  SURGERY  AND 
INDUSTRIAL  MEDICINE 

C R Gibson.  MD 

GENERAL  AND  VASCULAR  SURGERY 

Linda  M Johnson.  MD 
R D Redman.  MD 

THORACIC 

AND  VASCULAR  SURGERY 

Paul  B Loh.  MD 

PHYSICAL  MEDICINE  AND 
REHABILITATION 

Kumud  Vaidya.  MD 

OPHTHALMOLOGY 

John  D.  Fisher.  MD 


Accredited  A.A.H.C.,  Inc. 


UROLOGY 

K T Varma.  MD 

ORTHOPEDIC  SURGERY 

W T Morris.  MD 
Keith  W Riggins.  MD 

RADIOLOGY  (Consulting) 
Don  Delzer.  MD 
J H Gardner.  MD 
J E Milton.  MD 

PHYSICIANS  ASSISTANTS 

W M.  OhI.  PA 
H L Watkins.  PA 
Myra  Campbell.  PA 

ADMINISTRATION 

James  W Loy 


TIMBER  CREEK  BRANCH 
ROUTE  3,  BOX  124M,  TUTTLE, 


OK  73089 
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INDUSTRIAL  MEDICINE  & 
INDUSTRIAL  SURGERY 

SELWYN  A.  WILLIS.  MD,  Inc. 
WILLIAM  G.  MAYS,  MD,  Inc. 

W.  F.  PHELPS,  MD 

RALPH  L.  NICHOLSON,  MD,  Inc. 


PEDIATRICS 

GEORGE  R.  KRIETMEYER,  MD,  Inc. 
HUGH  C.  GRAHAM,  JR.,  MD 
JOEL  K.  GIST,  MD 
PATRICK  J.  DALEY,  MD 

RADIOLOGY 

WILLIAM  K.  HICKS,  MD 


INTERNAL  MEDICINE  & 
EXECUTIVE  PHYSICALS 

ROBERT  T.  CRONK,  MD,  INC. 

WILLIAM  F.  EWING,  MD,  INC. 

BOYD  O.  WHITLOCK,  MD 

RICHARD  H.  REID,  MD 

R.  A.  SEARCY,  MD 

PHILIP  W.  PERRYMAN,  JR.,  MD 


RICHARD  E.  WITT,  MD 


WAYNE  KELLY,  MD 
JAMES  L.  BACON,  MD 
GLEN  L.  BERKENBILE,  MD 


GENERAL  SURGERY 

ROBERT  G.  PERRYMAN.  MD,  Inc. 
FRANKLIN  S.  NELSON,  MD 


ADMINISTRATION 

JOSEPH  W.  RHINE 


1923  East  21st  Street  Box  52218  *TULSA,  OKLAHOMA  74152*  PHONE  (918)  742-3341 


THE  McALESTER  CLINIC,  INC. 

1401  East  Van  Buren  Avenue 

McAlester,  Oklahoma  74501 

(918)  426-0240 

Complete 

Clinic  Facilities 

INTERNAL  MEDICINE 

FAMILY  MEDICINE 

STEVEN  D.  ATWOOD,  MD 

JOHN  B.  COTTON,  MD 

CHARLES  K.  HOLLAND,  MD 

WILLIAM  E.  GUPTON,  MD 

R.  KERN  lACKSON,  MD 
KENNETH  P.  MILLER,  MD 

FRANCIS  R.  LONERGAN,  MD 

LEROY  M.  MILTON,  MD 

OBSTETRICS-GYNECOLOGY 

ROBERT  G.  CATES,  MD 

PEDIATRICS 

W.  RILEY  MURPHY,  JR.,  MD 

DELTA  W.  BRIDGES,  JR.,  MD 
THURMAN  SHULLER,  MD 

SURGERY 

WILLIAM  G.  BLANCHARD,  MD,  FACS 

OTOLARYNGOLOGY 

GEORGE  M.  BROWN,  JR.,  MD,  FACS 

SAMUEL  E.  DAKIL,  MD 

RADIOLOGY 

ADMINISTRATION 

BRUCE  H.  BROWN,  MD 

PAUL  B.  BISHOP 

XXX 
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MEDICAL  ARTS  CLINIC  OF  ARDMORE,  INC. 

921  Fourteenth  Avenue  Northwest 
Ardmore,  Oklahoma  73401 

General  Surgery 
THORNTON  KELL,  MD,  FACS 
*TOM  SPARKS,  MD,  FACS 

General  and  Vascular  Surgery 
^WILFRED  S.  GAUTHIER,  MD,  FACS 

Internal  Medicine 

J.  HOBSON  VEAZEY,  MD 
^CLIFFORD  LORENTZEN,  MD,  FACP 
=^DAVID  D,  ROSE,  MD 
*JOE  R,  HAMILL.  MD 
*KEVIN  H.  REED,  MD 

Radiology  (Consultants) 
^MICHAEL  W.  BROWN,  MD 
*JAMES  A.  CHAPMAN,  MD 

Pediatrics 

^DEBORAH  N.  BAIRD,  MD 
GWEN  C,  FUENTES,  MD 

Pathology  (Consultant) 
=^CARL  A.  SCHWEERS,  MD 

Administrator 

ROGER  H.  HUGHES 

Phone:  AJC  405-223-5311 

'■'Specialty  Board  Diplomate 

ommm 


750  Northeast  13th  Street 
Near  the  Oklahoma  Health  Center 
(2  Blocks  East  of  Lincoln  Blvd.) 
Oklahoma  City,  Oklahoma 


Specializing  in  the  diagnosis 
and  treatment  of  allergic  diseases 
in  adults  and  children. 


George  S.  Bozalis,  MD^ 
Vernon  D.  Cushing,  MD|* 
George  L.  Winn,  MDf 
Robert  S.  Ellis,  MDf* 

Lyle  W.  Burroughs,  MDf° 

Warren  V. 


Charles  D.  Haunschild,  MD|° 
James  H.  Wells,  MDf* 
John  R.  Bozalis,  MDt* 
James  D.  Lakin,  Ph.D.,  MDf* 
John  S.  Irons,  MDt° 
Filley,  MD* 


I Consultant 

t Diplomate  American  Board  of  Allergy  and  Immunology 
* Diplomate  American  Board  of  Internal  Medicine 
° Diplomate  American  Board  of  Pediatrics 

Post  Office  Box  26827 
Oklahoma  City,  Oklahoma  73126 
Telephone  (405)  271-3232 
Dwight  Mitchell,  Jr,,  Administrator 

By  appointment  8 a.m.  to  5 p.m.  (Wednesday  and  Saturday  8 a m.  to  12  noon) 
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OKLAHOMA  CITY  CLINIC 

Multiple  Specialty  Clinic 

701  Northeast  10th  Street  Oklahoma  City, 

Oklahoma 

Telephone — 271  -2700 

INTERNAL  MEDICINE 

INFECTIOUS  DISEASES 

OTOLARYNGOLOGY 

RADIOLOGY 

W W Rucks.  Jr,,  MD 

Daniel  J,  Sexton,  MD 

Charles  J Wme.  MD 

William  S.  Pugsley,  MD 

Joseph  E Leonard.  MD 

Donald  G.  Preuss,  MD 

Willard  B.  Moran.  Jr..  MD 

HEMATOLOGY-ONCOLOGY 

Alan  M.  Effron.  MD 

CARDIOLOGY 

Ralph  G.  Ganick.  MD 

PEDIATRICS 

Howard  G.  Daniel.  MD 

D R.C  iard  is  imaei.  MD 

James  E.  Mays.  Jr..  MD 

Robyn  L.  Birdwell,  MD 

Charles  W Cathey,  MD 

Hal  B.  Vorse.  MD 

Charles  W.  Robinson.  Jr  . MD 

William  J Kruse.  MD 

UROLOGY 

Alexander  Poston.  MD 

GENERAL  SURGERY 

Gary  D.  McGann,  MD 

Thomas  R Russell.  MD 

Mickey  E Crittenden,  MD 

Donald  D.  Albers,  MD 

Paul  C-  Houk.  MD 

Frank  G.  Gatchell,  MD 

Don  L.  Wilber,  MD 

William  F.  Barnes.  MD 

Stanley  G.  Rockson,  MD 

Stephen  G.  ReMine.  MD 

ENDOCRINOLOGY 

RHEUMATOLOGY 

CLINICAL  PSYCHOLOGY 

OBSTETRICS  AND  GYNECOLOGY 

James  L Males.  MD 

Lucien  D.  Rose,  PhD 

Ronald  P.  Painton,  MD 

John  W Records,  MD 

Schales  L Atkinson.  MD 

DERMATOLOGY 

AMBULATORY  CARE 

GASTROENTEROLOGY 

Roger  D.  Quinn,  MD 

Malcolm  G Robinson.  MD 

Thomas  R Bryant.  MD 

William  J.  Sahl.  Jr..  MD 

David  A.  Neumann.  MD 
Gretchen  A.  McCoy.  MD 

Ronald  E Hemplmg,  MO 

CARDIOVASCULAR- 

Kent  C Hensley,  MD 

THORACIC  SURGERY 

PULMONARY  DISEASE 

Edvi/ard  R.  Munnell,  MD 

EXECUTIVE  DIRECTOR 

William  W Cook.  MD 

Edvwm  R.  Maier,  MD 

R Nathan  Grantham.  MD 

Mark  Steven  Fixley.  MD 

J.  Patrick  Livingston,  MD 

Paul  J Kanaly,  MD 

A Wayne  Coventon 

Orthopedic  & Arthritis  Center 

McBRIDE  CLINIC,  Inc. 

nil  North  Dewey  / Oklahoma  City,  Oklahoma  / 232-0341 


DEPARTMENT  OE  ORTHOPEDICS 


DEPARTMENT  OE  ARTHRITIS 


^Marvin  K.  Margo,  MD,  FACS 
*James  P.  Bell,  MD,  FACS 
^Stephen  Tkach,  MD,  FACS 
^Joseph  F.  Messenbaugh  III,  MD,  FACS 
*].  Patrick  Evans,  MD,  FACS 
*Edwin  E.  Rice,  MD,  FACS 
*Warren  G.  Low,  MD 
*Thomas  C.  Howard,  III,  MD 


John  A.  Blaschke,  MD 
Mary  L.  Duffy  Honick,  MD 
^Richard  J.  Hess,  MD,  FACP 
♦Jon  W.  Blaschke,  MD 
* R.  Eugene  Arthur,  MD 


DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 
Robert  R.  Dugan,  MD 
James  S.  Petty,  MD 


♦Specialty  Board  Diplomate 


MANAGEMENT  SERVICES 
James  A.  Hyde,  Administrator 
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Shawnee  Medical  Center  Clinic 

, Inc. 

2801  N.  SARATOGA  / P.O.  BOX  849  / SHAWNEE,  OKLAHOMA  74801  / Phone:  405-273-5801 

ALLERGY 

INDUSTRIAL  MEDICINE 

OBSTETRICS,  GYNECOLOGY 

PEDIATRICS 

A.  M.  Bell,  MD* 

A.  M.  Bell,  MD 

Paul  B.  Edmonds,  MD* 

A.  M.  Bell,  MD* 

Jake  Jones,  Jr.,  MD 

Richard  E.  Jones,  MD* 

Jake  Jones,  Jr.,  MD* 

R.  K.  Mohan,  MD 

Robert  S.  McCrea,  MD* 

R.  K.  Mohan,  MD* 

ANESTHESIOLOGY  CONSULTANTS 

Ellis  Brown,  MD* 

Michael  Daughety,  MD* 

dermatology 

INTERNAL  MEDICINE 

Merle  L.  Davis,  MD 
Larry  D.  Felzer,  MD 
Eldon  V.  Gibson,  MD* 

ORTHOPEDIC  SURGERY 

T.  A.  Balan,  MD,  FAAOS* 

R.  M.  Kamath,  MD,  MS*  (Ortho) 

RADIOLOGY  CONSULTANTS 

William  Phillips,  MD* 

Robert  G.  Wilson,  MD* 

Bert  C.  Frichot,  III,  MD* 

otorhinolaryngology 

Cranfill  K.  Wisdom,  MD* 

John  R.  Hayes,  MD 

D.  A.  Mace,  MD 

FAMILY  PRACTICE 

S.  Rishi,  MD* 

UROLOGY 

K.  T.  Mosley,  Jr.,  MD 

N.  M.  Kotecha,  MD* 

GENERAL  SURGERY 

neonatology 

PATHOLOGY  CONSULTANT 

ADMINISTRATOR 

Frank  H.  Howard,  MD* 

R.  K.  Mohan,  MD 

David  L.  McBride,  MD* 

W.  J.  Birney 

Jerold  D.  Kethley,  MD 
Jeffrey  L.  Wallace.  MD* 

* Board  Certified 

THORACIC  and  CARDIOVASCULAR  SURGERY 

A Professional  Corporation 

3400  N.W.  Expressway 
Oklahoma  City,  Oklahoma  73112 

Cardiac,  Thoracic,  Peripheral 
Vascular,  Endoscopy 

Allen  E.  Greer,  MD  William  D.  Hawley,  MD 

John  M.  Carey,  MD  James  M.  Hartsuck,  MD 

Nazih  Zuhdi,  MD  R.  Darryl  Fisher,  MD 

Certified  American  Board  of  Surgery 
Certified  American  Board  of  Thoracic  Surgery 

Telephone  405  - 946-5641 
Toll  Free  800  - 522-6525 
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GENERAL  AND  CARDIOVASCULAR  NUCLEAR  MEDICINE 

DEVAKI  GANESAN,  MD 

1211  North  Shartel,  Suite  304,  Oklahoma  City,  Oklahoma  73103 

Office:  236-8644 

Exchange:  523-1685 

Thyroid  Uptake  and  Imaging 

Brain  Flow  and  Imaging 

Salivary  Gland  Imaging 

Cisternography  and  Shunt  Patency  Studies 

Liver  Function  w/Rose  Bengal  etc. 

Renal  Flow,  Function  and  Imaging 

Liver  and  Spleen  Imaging 

Gallium  Scanning,  for  Tumor  and  Infection 

Bowel  Imaging 

Rest  and  Exer.  Nuclear  Ventriculography 

Gastric  Emptying 

Thallium  Myocardial,  rest  and  exercise 

Gastroesophageal  Reflux 

imaging 

Pulmonary  Perfusion  Imaging 

Intracardiac  Shunt  Quantification 

PLASTIC  & RECONSTRUCTIVE  SURGERY  CLINIC,  INC. 

Edward  A.  Shadid,  MD,  FACS 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 


1 1 1 7 N.  Shartel  405  232-7592  Oklahoma  City,  Oklahoma  731 03 

Board  Certified  in  Plastic  Surgery 


1044  S.W.  44 

M.  D.  Peyton,  MD,  Inc. 

Cardiovascular  And  Thoracic  Surgery 

Certified  American  Board  of  Surgery 
Certified  American  Board  of  Thoracic  Surgery 

1211  N.  Shartel 

Suite  520 

Suite  706 

Oklahoma  City,  OK  73109 

Oklahoma  City,  OK  73102 

(405)  631-8665 

ANSWERING  SERVICE  (405)  232-6934 

(405)  556-0126 

OKLAHOMA  HANDc==-\\{t-i 
SURGERY  CENTER,  INcTbg  ) 

Carlos  A.  Garcia-Moral,  MD,  FACS 
405/232-3210 

711  Stanton  L.  Young  Boulevard,  Suite  510  Oklahoma  City,  Ok  73104 
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OKLAHOMA  PLASTIC  & RECONSTRUCTIVE  SURGEONS,  INC. 

W.  Edward  Dalton,  MD,  FACS  Paul  Silverstein,  MD,  FACS  J.  Michael  Kelly,  MD,  FACS 
Plastic,  Reconstructive  & Cosmetic  Surgery;  Surgery  of  the  Hand  & Congenital  Deformities: 
Oncologic  Surgery  of  the  Head  and  Neck,  Burn  Surgery 

3400  NW  Expressway,  Oklahoma  City,  Okla.  73112 
(405)  946-0731 

Board  Certified  in  Plastic  Surgery 
Board  Certified  in  General  Surgery 


A full  range  of 
treatment .... 

As  an  Air  Force  Physician,  you  may 
practice  your  specialty  in  modern,  well- 
equipped  facilities  with  a complete  support 
staff. 

In  addition  to  the  wide  spectrum  of  clinical 
experience  you'll  gain,  you'll  have  adminis- 
trative support  to  alleviate  most  of  the 
clerical  workload.  The  type  of  medicine  you 
will  practice  is  based  on  the  needs  of  your 
patients,  regardless  of  their  financial  status. 

For  yourself  and  your  family.  Air  Force 
medicine  will  provide  reasonable  working 
hours,  excellent  pay,  30  days  of  paid  vacation 
each  year,  and  many  other  benefits. 

Consider  the  Air  Force  Medical  Corps  — a 
reasonable  alternative  for  today's  physicians. 

For  complete  information  contact: 

Jeannie  M.  Kearney,  Lt.  USAF,  MSC 
Call  Collect  (405)  231-5247 
711  Stanton  L.  Young  Blvd.,  Suite  111 
Oklahoma  City,  OK  73104 

Air  Force.  A great  way  of  life. 


Third  Annual 

ONCOLOGY 

SYMPOSIUM 

of  the 

American  Cancer  Society 

Topic:  “Role  of  the  Primary 
Care  Physician  in  Cancer 
Treatment’’ 

AUGUST  14,  1982 

WILLIAMS  PLAZA  HOTEL 
Tulsa,  Oklahoma 

All  physicians,  interested  nurses  and 
allied  health  personnel  are  invited. 

Call  American  Cancer  Society,  Oklahoma 
Division,  (800)  522-8139,  525-3515. 
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ALLERGY 


NORTHWEST  ALLERGY  CLINIC 

Medical  Tower  Building  Suite  501 

John  L.  Davis.  MD 
3141  N.W.  Expressway 
Oklahoma  City.  Oklahoma  73112 
405  843-6619 


CARDIOVASCULAR  ASSOCIATES 
Adult  Cardiovascular  Diseases 

Cardiac  Catherization.  Aortography  and  Selective  Coronary  Arteriography 
Telephone  Electrocardiography  (24  hr.  service).  Treadmill 
Effort  Tolerance.  Hypertensive  Evaluation 
•J.  J.  Donnell,  MD  947-2556  *J  L.  Bressle,  MD  946-0568 

’G.  L.  Honick,  MD  943-8428  A.  F.  Elliott,  MD  943-8421 

A.  S.  Dahr.  MD  947-2321 

‘Certified  by  the  American  Board  of  Cardiovascular  Disease 
Doctors  Medical  Building 

8th  Floor  5700  N.W.  Grand  Blvd.  Oklahoma  City,  Oklahoma  73112 


OKLAHOMA  ALLERGY  CLINIC,  INC. 


Specializing  in  the  Diagnosis  and  Treatment  of  Allergic  Disease 


George  S.  Bozalls.  MDJ 
Vernon  D.  Cushing,  MDf 
George  L.  Winn,  MDf 
Robert  S.  Ellis.  MDf 
Lyle  W.  Burroughs.  MDT° 


Charles  D.  Haunschild,  MDf° 
James  H.  Wells.  MDf 
John  R.  Bozalls.  MDf 
James  D.  Lakin,  PhD,  MDf 
John  S.  Irons,  MDf 


Warren  V.  Filley,  MD" 

t Consultant 

t Diplomate  American  Board  of  Allergy  and  Immunology 
■ Diplomate  American  Board  of  Internal  Medicine 
‘Diplomate  American  Board  of  Pediatrics 


Office  Address: 

750  Northeast  13th  Street 
Telephone  405  271-3232 


Mail  Address: 

Post  Office  Box  26827 
Oklahoma  City,  OK  73126 


JAMES  A.  MURRAY,  MD.  INC. 

Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 

JAMES  A MURRAY,  MD 
Fellow  American  Academy  of  Allergy 
Fellow  Amencan  College  of  Allergists 
Diplomate  American  Board  of  Allergy  and  Immunology 

Suite  101  6465  South  Yale  Avenue 

Warren  Professional  Building  918  492-0484 

Tulsa,  Oklahoma  74177 


AEROSPACE  MEDICINE 


CLYDE  A.  LYNN,  BA.  MPH,  MD 
Board  Certified.  Aerospace  Medicine 
Fellow.  American  College  of  Preventive  Medicine 
Flight  Surgeoh,  US  Army  and  Navy 
Commercial  Pilot  and  Flight  Instructor,  Instrument  and  Multi-engine 
Referrals  for  Medical  Certification  of  Pilots  Accepted 
1317  Brookhaven  Blvd.  by  Appointment  (405) 

Norman.  OK  73069  c a . ^ , n 329-261 

Senior  Aviation  Medical  Examiner 

FAA  NO.  07448-1 


DERMATOLOGY 


HERVEY  A.  FOERSTER,  MD 
Practice  Limited  to  Diseases  of  the  Skin 
903  Medical  Tower 

Telephone  842-1733  3141  N.W.  Expressway  Oklahoma  City.  Okla.  73112 


RONALD  W.  GILCHRIST,  JR.,  MD 
Diseases  and  Malignancies  of  the  Skin 
632-5565  Therapy  ^joo  South  Douglas  Avenue 

Oklahoma  City,  Oklahoma  South  Community  Medical  Center 

ROBERT  L OLSON.  MD 
Diseases  of  the  Skin 

Suite  707  Skin  Cancers  942-8825 

3400  N.W.  Expressway  Oklahoma  City,  Oklahoma  73112 


SKIN  & SKIN  CANCER  CENTER,  INC. 

C.  Jack  Young,  MD 

Radium  Therapy  Hemangiomas  X-Ray  Therapy 
CLINIC  BUILDING 
OKLAHOMA  CITY,  OKLAHOMA 


3434  N.W  56th 
946-5678 


ENDOCRINOLOGY  - METABOUSM  - DIABETES 


JOHN  WHITFIELD  DRAKE,  MD 

Diplomate  American  Board  of  Internal  Medicine  in  Endocrinology 
Baptist  Medical  Center  / 949-3286 

3300  N W Expressway  Oklahoma  City,  Oklahoma  73112 


EYE,  EAR,  NOSE  AND  THROAT 


John  W Huneke,  MD,  FACS.  Inc. 

Diseases  and  Surgery  of  the  Eye 
Certified  by  the  Amencan  Board  of  Ophthalmology 
Phone  332-1880  1414  Arlington  Suite  2300  Ada.  Oklahoma  74820 


JAMES  B.  MILLS.  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 

JAY  C.  JOHNSTON,  MD  232-5543 

Lacrimal  Surgery,  Dacryocystorhinostomy,  Jones  Tubes 

Certified  by  the  Amencan  Board  of  Ophthalmology 
425  NW  11th  Street  Oklahoma  City  73103 


CARDIOLOGY 

STANLEY  R.  McCAMPBELL,  MD 
Cardiology  and  Electrocardiography 

121 1 North  Shartel 

236-1295 

Oklahoma  City,  Oklahoma 

CARDIOVASCULAR 

CARDIOVASCULAR  CLINIC 


Wm.  Best  Thompson,  MD 

Ronald  H White.  MD 

Galen  P.  Robbins,  MD 

William  J.  Fors,  MD 

William  S.  Myers,  MD 

W.  H.  Oehlert,  MD 

Lawrence  M.  Higgs.  MD 

Charles  F.  Bethea,  MD 

CARDIOVASCULAR  DISEASES 
Cardiac  catherterization,  aortography  and  coronary  arteriography 
Corohary  and  Peripheral  angioplasty,  telephone  electrocardiography 
and  echocardiography 

Nuclear  cardiology  and  Treadmill  effort  tolerance 
CARDIOVASCULAR  BUILDING 

3300  Northwest  56th  Oklahoma  City,  Okla.  73112  Telephone  947-3341 


JAMES  L DUNAGIN.  JR..  MD 
Diseases  and  Surgery  of  the  Eye 
Diplomale  American  Board  of  Ophthalmology 
Phone  1 (918)  426-1432  2 Clark  Bass  Boulevard 

Suite  202,  Doctors  Building  McAlester,  Oklahoma  74501 

NEUROPSYCHIATRY 


HAROLD  G.  SLEEPER,  MD,  FAPA 
Diplomale  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 
Practice  Lmited  to 

Psychiatry  — Electroencephalography 

424-5293  2603  Spehcer  Road  Res.  478-2589 

Spencer.  Oklahoma  73084 


CARL  ROY  SMITH,  MD,  INC. 

Diplomate  of  American  Board  of  Psychiatry  and 
Neurology  in  Psychiatry 

2828  Parklawn  Drive,  Suite  3 

Midwest  City,  Oklahoma  73110  Telephone  737-4865 
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OTOLARYNGOLOGY 
HEAD  AND  NECK  SURGERY 


RAYMOND  J DOUGHERTY,  MD 


Oklahoma  Otolaryngology  Assoaates 
RAYMOND  O.  SMITH.  JR  , MD.  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
4200  West  Memorial  Road.  Suite  606 
Oklahoma  City.  Oklahoma  73120 
Phone  405  755-1930 


Diplomate  American  Board  of  Pulmonary  Disease 
Practice  Limited  to  Pulmonary  Disease 

204  Pasteur  Building  235-1 70 1 

Oklahoma  City.  Oklahoma  73103 


ORTHOPEDICS 


DON  H.  O DONOGHUE.  MD 
Consulting  & Diagnostic  Clinics  by  Appointment 

1111  North  Lee  O'Donoghue  Rehabilitation  Institute 

Oklahoma  City.  OK  73103  ''^22  N.E  13th  Street 

235-8385  Oklahoma  City.  OK  73126 

271-3682 


NORMAN  K IMES.  MD 
JOHN  A JUERS.  MD 

Diplomates:  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 

Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchosc»py 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 

3330  N W 56  Street  405  949-9400 

Oklahoma  City.  Oklahoma  73112 


ORTHOPEDIC  SURGERY  AFFILIATES.  INC 


RADIOLOGY 


1044  S W 44th 

Oklahoma  City.  Oklahoma  73109 
405-631-7444 

Dale  R.  Butler.  MD.  FACS  G.  David  Casper.  MD 

J.  A Rosacker.  MD 


JOHN  RAYMOND  STACY.  MD.  FACS 
Diplomate  American  Board  of  Orthopedic  Surgery 
Orthopedic  and  Fracture  Surgeon 

415  N W 12th  St.  Oklahoma  City.  Oklahoma  235-6315 


PEDIATRIC  SURGERY 


E Ide  Smith.  MD'  Wm  P Tunell.  MD'  James  A Carson.  MD' 

940  N E.  13th  Street 

Oklahoma  City.  Oklahoma  73126  405  271-5922 

'American  Board  of  Surgery  — 

Special  Competence  in  Pediatnc  Surgery 


RADIOLOGY  ASSOCIATES.  INC 


JAMES  T.  BOGGS.  MD 
ROBERT  SUKMAN.  MD.  FACR 
WILLIAM  R.  ALBRACHT.  MD 
ROGER  B.  COLLINS.  MD 
GEORGE  BEN  CARTER.  MD 
RICHARD  B PRICE.  MD.  FACR.  DABNM 
MICHAEL  A SARTIN.  MD 


LINDBERGH  J RAHHAL.  MD 
RALF  E TAUPMANN.  MD 
GARY  G.  ROBERTS.  MD 
JOHN  R OWEN.  MD 
HAROLD  D DAVIDSON.  MD 
JAY  A.  HAROLDS.  MD.  DABNM 


Diplomates  American  Board  of  Radiology 

X-Ray-Diagnosis  including  Ultra  Sonography.  Xeromammography. 
Radiation  Therapy  — Nuclear  Medicine 


204  Medical  Tower  Bldg 

400  Physicians  Professional  Bldg 

700  Doctors  Medical  Bldg 


Baptist  Medical  Center  848-7741 

Bethany  General  Hospital  943-9646 

Deaconess  General  Hospital  946-9923 


SURGERY 


PSYCHIATRY 


LARRY  PRATER.  MD 
Practice  Limited  to  Psychiatry 

Suite  704  Presbyterian  Professional  Building  271-6677  or  528-5950 

711  Stanton  L.  Young  Boulevard  Oklahoma  City.  Oklahoma  73104 

PSYCHIATRY 

Charles  E Smith.  MD.  FAPA.  FACP 
Robert  J.  Outlaw.  MD.  FAPA 
R Murali  Krishna.  MD.  MAPA 

Diplomales  of  Amencan  Board  of  Psychiatry  and  Neurology  in  Psychiatry 
Thurman  E Coburn.  PhD.  Licensed  Clinical  Psychologist 
David  Schwartz.  ACSW.  Clinical  Psychiatnc  Social  Worker 
Suite  308  1211  North  Shartel  272-0734 

Physicians  & Surgeons  Building  Oklahoma  City  73103 


PULMONARY  DISEASE 


STEPHEN  N ADLER.  MD 
Diplomate 

Amencan  Board  of  Internal  Mediane 
American  Board  of  Internal  Mediane  - Pulmonary  Disease 


Pulmonary  Medicine 

Pulmonary  Function  and  Methacholine  Testing 
Pulmonary  Artery  (Swan-Ganz)  Catheterization 


Fiberoptic  BrontSiosrxrpy 
Lung  Needle  Biopsy 
Critical  Care  Medicine 


Mercy  Doctors  Tower 
Oklahoma  City.  OK  73120 


4200  Memonal  Road 
(405)  755-4290 


ROBERT  B.  HOWARD.  MD.  FACS 
Certified  Amencan  Board  of  Surgery 

Practice  Limited  to  General  Surgery  and  Diseases  of  the  Thyroid  Gland 
544  Pasteur  Medical  Bldg.  Phone  235-2341  Oklahoma  City 


MICHAEL  E.  REIF.  MD 
Diplomate  American  Board  of  Surgery 
Fellow  American  College  of  Surgery 
General  and  Peripheral  Vascular  Surgery 
708  Mercy  Doctors  Tower  By  appointment  755-1750 

4200  West  Memorial  Road  Oklahoma  City.  OK  73120  After  hours  232-8861 


RECONSTRUCTIVE  AND  PLASTIC  SURGERY 


PARAMJIT  S.  BAJAJ.  MD.  FACS 
FRCS  (England).  FRCS  (Edinburgh) 

Certified  American  Board  of  Plastic  Surgery 
Plastic  and  Reconstructive  Surgery 
Maxillofacial  and  Cosmetic  Surgery 
Surgery  of  the  Hand 

121 1 N Shartel  235-6671 

Suite  600  Oklahoma  City.  Okla  73103 


LEONARD  H BROWN.  MD 

Diplomate  American  Board  of  Surgery 
Diplomate  Amencan  Board  of  Plastic  Surgery 
Plastic  and  Reconstructive  Surgery 
Cosmetic  Surgery 

6913  S.  Canton  Tulsa.  Oklahoma  74136  492-3964 
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WILLIAM  J.  FORREST.  MD 
Plastic  and  Reconstnjctive  Surgery 
Surgery  of  the  Hand 


3400  N W Expressway 


Oklahoma  City 


947-8760 


BARNEY  J.  LIMES.  MD 
Practice  Limited  to  Urology 


Physicians  and  Surgeons  Bldg. 
1211  N.  Shartel 
Oklahoma  City 
Phone  235-0315 


HERBERT  M KRAVITZ.  MD.  FACS 

Diplomate  Amencan  Board  of  Plastic  Surgery 
Reconstructive,  Cosmetic  and  Hand  Surgery 

Office  946-2694  2620  Northwest  Expressway 

Oklahoma  City.  Oklahoma 


FRED  R.  MARTIN.  MD 

JOHN  M CLARK.  MD 

601  St  John  s Doctors  Bldg 

810  Warren  Professional  Bldg 

1705  East  19th  Street 

6465  South  Yale  Ave. 

Tulsa.  Oklahoma  74104 

Tulsa.  Oklahoma  74136 

742-4851 

492-6131 

Diplomates  Amencan  Board  of  Plastic  Surgery 

UROLOGY 

A de  QUEVEDO.  MD.  Inc 
Diplomate  of  the  American  Board  of  Urology 


Suite  606 

121 1 N.  Shartel  Oklahoma  City.  Oklahoma  73103  232-1333 


GENE  T BAUMGARNER.  MD.  FACS 
Diplomate  of  the  Amencan  Board  of  Urology 
Mercy  Doctors  Tower 
4200  West  Memonal  Road 

Oklahoma  City.  Oklahoma  73120  405  755-3723 


Clark  Hyde.  MD.  FACS  James  R.  Wendelken.  MD.  FACS 

Robert  O.  Raulston.  MD.  FACS 
Diplomates  Amencan  Board  of  Urology 
1211  North  Shartel  2801  Parklawn 

Suite  208  Suite  300 

Oklahoma  City.  OK  73103  Midwest  City,  OK  73110 

(405)  232-0273  (405)  737-6877 


CHARLES  L REYNOLDS.  JR..  MD.  FACS.  FICS 
DIPLOMATE  of  the  AMERICAN  BOARD  OF  URGOLOGY 
DISEASES  of  the  KIDNEY.  BLADDER,  and  PROSTATE 
GENITOURINARY  SURGERY 
FEMALE  URINARY  TRACT  DISEASE 
PEDIATRIC  UROLOGY 
MICROSURGERY  for  INFERTILITY 
PROSTHETIC  SURGERY  for  IMPOTENCY 
RENAL  PHYSIOLOGY  LABORATORY 
URODYNAMICS  LABORATORY 

3113  Northwest  Expressway  Oklahoma  City.  Oklahoma  73112 

Toll  Free  (800)  522-8668 

Office  (405)  843-5761  If  No  Answer  (405)  523-1999  Residence  (405)  842-6420 


OKLAHOMA 


OS 

PC 


CLINIC 


Oklahoma  Spine/Pain  Clinic 

Multi-disciplinary  approach 
to  evaluation  and  treatment 
of  acute  or  chronic  musculoskeletal  pain. 

William  N.  Harsha.  MD 
Diplomate  American  Board  Orthopaedic  Surgery 

Doctors  Medical  Building 
Oklahoma  City,  Oklahoma  73112 
5700  N.W.  Grand  Blvd. 

(405)  943-9561 


UROLOGICAL  and 
GENITOURINARY  SURGERY 

CHARLES  L.  REYNOLDS,  JR.,  MD,  FACS,  FICS 
DIPLOMATE  of  the  AMERICAN  BOARD 
of  UROLOGY 

DISEASES  of  the  KIDNEY, 

BLADDER  and  PROSTATE 
GENITOURINARY  SURGERY 
FEMALE  URINARY  TRACT  DISEASE 
PEDIATRIC  UROLOGY 
MICROSURGERY  for  INFERTILITY 
PROSTHETIC  SURGERY  for  IMPOTENCY 
RENAL  PHYSIOLOGY  LABORATORY 
URODYNAMICS  LABORATORY 

3113  NORTHWEST  EXPRESSWAY 
OKLAHOMA  CITY,  OKLAHOMA  73112 

TOLL  FREE  (800)  522-8668 

OFFICE  (405)  843-5761  RESIDENCE  (405)  842-6420 
IF  NO  ANSWER  (405)  523-1999 
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The  Arthritis  Clinic xxix 
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The  dentists  outscored  the  physicians  in 
this  year’s  MD-DDS  Tennis  Tournament  held 
in  March  at  the  Summerfield  Racquet  Club 
in  Oklahoma  City.  The  19-11  victory  brought 
the  tournament  record  to  two  wins  for  the 
dentists  versus  five  wins  for  the  physicians. 
Chairmen  for  the  event  were  Chester  W. 
Beam,  MD,  and  J.  Don  Harris,  DDS. 


Tulsa’s  Saint  Francis  Hospital,  radio  sta- 
tion KRMG,  and  the  Oklahoma  News  Net- 
work are  bringing  health  information  to  the 
public  each  weekday  on  "Healthline.”  The 
community  service  announcements  presented 
on  the  radio  program  are  90  seconds  in 
length  and  feature  Saint  Francis  physicians 
being  interviewed  on  a variety  of  health- 
related  topics.  The  spots  are  produced  by 
Gloria  O’Connell,  special  projects  coordinator 
for  the  hospital’s  Public  Information  Depart- 
ment. 


The  Korean  Medical  Association  of 
America  will  hold  its  1982  scientific  meeting 
June  28-30  at  the  Lotte  Hotel  in  Seoul, 
Korea.  The  meeting  will  be  co-sponsored  by 
the  Korean  Medical  Association.  A special 
celebration  is  planned  to  celebrate  the  cen- 
tennial of  the  rapproachement  between  the 
United  States  government  and  the  Korean 
government.  For  meeting  information  contact 
Suk  S.  Lee,  MD,  Department  of  Radiology, 
Our  Lady  of  Mercy  Hospital,  Dyer,  IN  46311, 
(219)  322-8930. 


The  American  Medical  Association  has 
scheduled  a series  of  "Gearing  Up  for  Re- 
tirement” workshops  to  be  conducted  at  AMA 
headquarters  during  1982.  The  one-day 
workshops  offer  guidance  in  business,  finan- 
cial, psychological,  and  vocational  aspects  of 
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winding  down  a medical  practice.  Fees  are 
$100  for  AMA  members  through  August,  and 
$125  thereafter.  Fees  for  nonmembers  are 
$150.  Course  workbooks  are  included.  Work- 
shop dates  are  June  11,  July  23,  August  20, 
September  17,  October  15,  November  19,  De- 
cember 3,  and  December  4.  Hotel  reserva- 
tions may  be  made  at  reduced  rates.  For 
more  information  contact  the  Department  of 
Practice  Management,  AMA  headquarters,  at 
(312)  751-6381. 


The  Junior  League  of  Oklahoma  City  has 
published  a booklet  designed  to  make  parents 
aware  of  the  need  for  early  detection  of  prob- 
lems in  their  children.  Titled  "A  Winning 
Start  — When  You  Care  for  Children,”  the 
booklet  discusses  normal  development  of 
children,  warning  signs  that  may  indicate 
problems,  and  how  to  get  help  from  profes- 
sionals and  public  agencies  that  specialize  in 
children’s  services.  Copies  of  the  publication 
may  be  obtained  by  calling  the  Junior 
League  Headquarters  at  (405)  843-5668. 


An  international  assemblage  of  physicians 
and  medical  educators  is  expected  for  the 
World  Medical  Association  (WMA)  Continu- 
ing Medical  Education  Meeting  in  Honolulu, 
Hawaii,  October  11-14,  1982.  The  meeting,  to 
be  held  in  conjunction  with  the  annual  scien- 
tific meeting  of  the  Hawaii  Medical  Associa- 
tion (HMA),  offers  a total  of  19  hours  of 
Category  1 CME  credit.  The  WMA  registra- 
tion fee  is  $50.  WMA  registrants  may  attend 
HMA  continuing  medical  education  sessions 
free  of  charge.  For  more  information,  contact 
World  Medical  Association,  North  American 
Region,  536  N.  State  St.,  Chicago,  IL  60610, 
(312)  751-6230. 


The  Sixth  National  Conference  on  Medical 
Care  and  Health  Services  in  Correctional  In- 
stitutions will  be  held  October  7-9,  1982,  in 
Chicago.  The  conference,  which  is  funded  by 
the  Robert  Wood  Johnson  Foundation,  is  the 
only  national  meeting  devoted  to  inmate 
health  care.  For  information  on  registration 
and  a call  for  papers,  write  Sixth  National 
Conference,  American  Health  Care  Consul- 
tants, 333  E.  Ontario  St.,  2902B,  Chicago,  IL 
60611.  □ 
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volume. . .on  b.i.d. 
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Before  prescribing,  please  consult  complete  product  Information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  Infections  due  to 
susceptible  strains  of  the  following  organisms:  Escherichia  coll,  Klebslella  Entero- 
bacter,  Proteus  mirabllls,  Proteus  vulgaris,  Proteus  morgar\U.  It  Is  recommended  that 
Initial  episodes  of  uncomplicated  urinary  tract  Infections  be  treated  with  a single 
effective  antibacterial  agent  rather  than  the  combination.  Note  The  increasing 
frequency  of  resistant  organisms  limits  the  usefulness  of  all  antibacterials,  especially  in 
these  urinary  tract  infections 

For  acute  otitis  media  In  children  due  to  susceptible  strains  of  Haemophilus 
Influenzae  or  Strepfococcus  pneumoniae  when  In  physician's  judgment  It  offers  an 
advantage  over  other  antimicrobials.  Limited  clinical  Information  presently 
available  on  effectiveness  of  treatment  of  otitis  media  with  Bactrim  when  Infection 
Is  due  to  ampiclllln-resistant  Haemophilus  Influenzae.  To  date,  there  are  limited 
data  on  the  safety  of  repeated  use  of  Bactrim  in  children  under  two  years  of  age. 
Bactrim  Is  not  indicated  for  prophylactic  or  prolonged  administration  In  otitis 
media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible  strains 
of  Haemophilus  Influenzae  or  Streptococcus  pneumoniae  when  in  physician's 
judgment  It  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexneri  and  Shigella  sonnet 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinll  pneumonitis.  To  date, 
this  drug  has  been  tested  only  in  patients  9 months  to  16  years  of  age  who  were 
Immunosuppressed  by  cancer  therapy. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides:  patients  with 
documented  megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term; 
nursing  mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause 
kernicterus.  infants  less  than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A ^-hemolytic 
streptococcal  tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when 
treated  with  Bactrim  than  do  those  treated  with  penicillin.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides  Experience  with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been  reported  as  well  as  an  increased 
incidence  of  thrombopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides  Sore  throat,  fever,  pallor,  purpura  or  laundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC  s are  recommended,  therapy  should  be 
discontinued  if  a significantly  reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  General.  Use  cautiously  m patients  with 
impaired  renal  or  hepatic  function,  possible  folate 
deficiency,  severe  allergy  or  bronchial  asthma.  In 
patients  with  glucose-6-phosphate  dehydrogenase 
deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and 
perform  frequent  urinalyses,  with  careful  microscopic 
examination,  and  renal  function  tests  particularly  where 
there  is  impaired  renal  function.  Bactrim  may  prolong 
prothrombin  time  in  those  receiving  warfarin:  reassess 
coagulation  time  when  administering  Bactrim  to  these 
patients. 

Pregnancy  Teratogenic  Effects:  Pregnancy  Category  C. 
Because  trimethoprim  and  sulfamethoxazole  may  inter- 
fere with  folic  acid  metabolism,  use  during  pregnancy 
only  if  potential  benefits  justify  the  potential  risk  to  the 
fetus 

Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim.  Blood  dyscrasias'  Agranulocytosis,  aplastic 
anemia,  megaloblastic  anemia,  thrombopenia,  leuko- 
penia. hemolytic  anemia,  purpura,  hypoprothrombinemia 
and  methemoglobinemia  Allergic  reactions  Erythema 
multiforme.  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  conjunctival  and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  stomatitis, 
nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions: 
Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness. 
Miscellaneous  reactions:  Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L E.  phenomenon  Due  to  certain  chemical  similarities  to  some 
goitrogens.  diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter  production,  diuresis  and 
hypoglycemia  in  patients,  cross-sensitivity  with  these  agents  may  exist.  In  rats,  long- 
term therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN,  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN: 

Adults.  Usual  adult  dosage  lor  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b i d.  for  10-14  days.  Use  identical  daily 
dosage  for  5 days  for  shigellosis 

Children:  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min.  If  creatinine  clearance  is  between  15  and  30  ml/min, 
use  one-half  the  usual  regimen.  Bactrim  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/min, 

ACUTE  EXACERBATIONS  OF  CHRONIO  BRONOHITIS  IN  ADULTS: 

Usual  adult  dosage:  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp  (20  ml)  b i d.  for  14  days. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage:  20  mg'kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information 
for  suggested  children  s dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800 
mg  suifamethoxazole.  bottles  of  100:  Tel-E-Dose®  packages  of  100:  Prescription  Paks 
of  20  and  28  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfamethox- 
azole— bottles  of  100  and  500:  Tel-E-Dose*  packages  of  100;  Prescription  Paks  of  40. 
Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole 
per  teaspoonful  (5  ml):  cherry-flavored — bottles  of  100  ml  and  16  oz  (1  pint). 

Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml):  fruit-licorice  flavored — bottles  of  16  oz  (1  pint). 
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ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


'due  to  susceptible  strains  of  indicated  organisms 


Please  see  previous  page  for  summary  of  product  information. 


maximizes  results  with  B.I.l).eon\euietiee 


from  site  to  source 


Bactrim  continues  to' demonstrate  high  clinical  effec- 
tiveness in  recurrent  urinary  tract  infections.  Bactrim 
reaches  effective  levels  in  urine,  serum,  and  renal 
tissue’ . . .the  trimethoprim  component  diffuses  into 
vaginal  secretions  in  bactericidal  concentrations’... 
and  in  the  fecal  flora,  Bactrim  effectively  suppresses  • 
Enterobacteriaceae’-^  with  little  resulting  emergence 
of  resistant  organisms. 

1.  Rubin  RH.  Swartz  MN  N Engl  J Med  303  426-432.  Aug  21,  1980  2.  Data  on  file. 
Medical  Department,  Hoffmann-La  Roche  Inc. 
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